Introduction In our hospital, hysteroscopy is performed in theatre, with an outpatient service currently being set up for diagnostic procedures and treatment of small polyps. This audit was conducted to review our hysteroscopic workload, and estimate how much could be done in outpatients, in order to help reorganisation of services. A second aim was to examine our complication rates, comparing them with the RCOG Consent Advice on hysteroscopy. Methods Hysteroscopies conducted during a 6 month period were identified retrospectively from theatre lists. Data was collected with a predefined audit tool, and interpreted with Excel â .
Results 184 hysteroscopies were performed, 86 under the rapid access pathway and 44 for endometrial ablations. There was one uterine perforation (0.5%) and one case in which the uterine cavity could not be accessed (0.5%). There were no instances of major bleeding or visceral injury, but these are described as very rare or rare. Eight ablations could not be performed due to findings or device failure (18%), which highlights the need for appropriate patient selection, preoperative USS, patient counselling about this risk and senior supervision during the procedure to troubleshoot. After subtracting planned ablations, suspected large polyps (≥2 cm), simultaneous laparoscopies, those with documented anxieties surrounding examination or comorbidities precluding outpatient hysteroscopy, it was calculated that 112 cases (61%) could have been done in outpatients. This would be significantly cheaper, save theatre time, avoid general anaesthesia and provide trainees with opportunities in office gynaecology. This could be expanded to include patients with larger polyps and some ablations. Case A 29-year-old woman presented to the gynaecology outpatient clinic with abdominal distension, loss of appetite and pain around her ribs and back. She was nulliparous, fit and well person and her menstrual periods were regular. She mainly reported worsening abdominal distension over the past 3 years, but she never sought medical advice before due to her phobia of doctors. On examination, she had a uniformly distended pelvic mass extending from the pubic symphysis to the xiphisternum, which clinically felt like massive ascites, and malignancy was suspected. Her tumour markers including CA-125, CEA and bhCG levels were all within normal limits. Initial pelvic ultrasound imaging revealed that the swelling was due to gross abdominal distension by the fluid. The first differential diagnosis was between a huge abdominal or pelvic cyst and ascites. The woman, subsequently, underwent a computerised tomography, which showed a large ovarian cyst measuring 22 cm in the anteroposterior diameter, and extending over 40 cm in craniocaudal extent. The patient underwent a mini-laparotomy, which confirmed the presence of a huge unilocular adnexal cyst arising from the left ovary. A total of 19 litres of clear fluid was drained and an uncomplicated cystectomy performed with no spillage of fluid to avoid leakage of potentially malignant cells. A good amount of functional ovary was left behind. Perioperatively, the cyst was thought to resemble a cystadenoma and there were no suspicious for malignancy features. The histopathology report and the cytology results confirmed the benign nature of the cyst as expected. Conclusion In cases of patients who decline treatment, sensitive approach is warranted and multidisciplinary consideration can be sought by involving the primary care physician and in cases of Iatrophobia a clinical psychologist. Failure to recognise the women in risk will not allow prompt medical care and delayed diagnosis.
0009
'All high b-hCG are not ectopic pregnancy' in early pregnancy unit: case report and literature review Tan, F 1 ; Gopal, G 2 ; Pande, B 2 1 Ninewells Medical School, Dundee, UK; 2 Ninewells Hospital, Dundee, UK Background Raised b-hCG in young women could indicate pregnancy overall. Molar pregnancy and germ cell tumours could present with high b-hCG level. We present, the management of a woman with raised b-hCG and complex ovarian cyst that presented to our early pregnancy unit, posing interesting clinical challenges. Case A 21-year-old para 1 + 1 presented with lower abdominal pain, brownish discharge and six weeks amenorrhoea. Her b-hCG was 2898 U/L. Ultrasound scan showed a right complex ovarian cyst 10x7x9 cm extending into the Pouch of Douglas. Other Germ cell tumour markers were within normal limits. Due to suboptimal fall of b-hCG over a week, a laparotomy was performed, which revealed right ovarian cyst of 15 cm with no signs of ectopic pregnancy. Histopathology showed a benign struma ovarii in mature cystic teratoma with no signs of trophoblast in right tube or ovary. Post-op b-hCG fell to <7 on day 4. Discussion We conducted a literature search on 3 March 2017. There were 3 case series and 16 case reports on struma ovarii and one case report on mature cystic teratoma posing as an extrauterine pregnancy. Struma ovarii accounts for about 1% of all ovarian tumours 41% were 40 years or less and 42% of were asymptomatic. We were faced with diagnostic dilemma of an ectopic pregnancy and an ovarian cyst or ovarian cyst with noncontinuing pregnancy. Although b-hCG was <3000, due to the presence of complex ovarian cyst of unknown origin, a surgical management was considered to be appropriate. Conclusion All women presenting to early pregnancy unit with raised b-hCG with an ovarian cyst should be evaluated for germ cell tumours. Surgical treatment is inevitable with this presentation. An open discussion with the woman about the uncertainties faced by the clinician is always helpful in deriving a valid informed consent form.
0010
Managing tetraplegia and its associated risks in pregnancy and labour -a case report Rashed, F 1 ; Zaher, S 2 ; Beard, M Background The management of tetraplegic women in pregnancy and labour is a rare event, with sporadic cases reported worldwide, and only one reported in the United Kingdom (UK) in the past 40 years. These women often require increased medical input due to potentially life threatening complications associated with their spinal cord injury. Of these, autonomic dysreflexia is the most widely feared.
Case We present a case of a 37-year-old woman with tetraplegia in the UK who had been involved in a road traffic accident (RTA) 3 years prior to her pregnancy. She required early input from pharmacists, obstetricians and pain management teams in order to optimise her care and deliver safely. We explore how early intervention in controlling pain and blood pressure can prove vital in avoidance of complications. By increasing awareness of the commonly encountered medical issues these women may face, we aim to better prepare healthcare professionals and thus optimise the care we deliver in future to our patients.
0012
A rare complication of acute hepatic dysfunction associated with severe ovarian hyperstimulation syndrome following in vitro oocyte retrieval Kasaven, L; Goumenou, A East Kent University Hospital, Margate, UK
Objective To present a rare complication of acute hepatic dysfunction secondary to early onset severe ovarian hyperstimulation syndrome. Background Ovarian hyperstimulation syndrome (OHSS) is a potentially life threatening complication following assisted reproductive technology (ART) with an incidence of 1-5%. The pathogenesis is such that artificial stimulation of the ovaries leads to an increased expression of vascular endothelial growth factor (VEGF). This growth factor binds to its corresponding receptor (VEGF2), resulting in increased vascular (capillary) permeability. The subsequent endothelial injury and vasodilation associated with release of such pro inflammatory mediators leads to a fluid shift from the intravascular compartments into the third space. Hence, third space fluid loss associated with circulatory dysfunction is a well appreciated aetiology of the syndrome; often presenting with clinical symptoms of oliguria, ascites and pulmonary effusion. Methods Information was gathered using the patients hospital notes. This data included past medical history, biochemistry results and ultrasound findings. Case A 25-year-old female with primary infertility undergoing in vitro oocyte retrieval presented to a district general hospital in the UK with severe OHSS. During a one week period, the fulmination of the syndrome was rapid with clinical manifestations including hyper-stimulated ovaries of up to 18 cm, ascites of 2 litres intra-abdominal fluid, bilateral pulmonary effusion, renal failure and a 7 fold increase in liver enzymes resulting in an acute hepatic and renal dysfunction. Despite supportive management in an intensive care unit, the patient required transfer to a tertiary Liver Centre for specialist treatment.
Conclusion There are few published high quality cases of acute hepatic dysfunction presenting as a complication of severe early onset OHSS. Thus, this report provides further evidence of a potentially fatal complication and can contribute to published literature improving our understanding of the pathology and treatment of ovarian hyperstimulation syndrome.
ª 2017 The Authors. BJOG An International Journal of Obstetrics and Gynaecology ª 2017 RCOG
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Methods of induction of labour in women with a previous caesarean section Edwards, P; Bamfo, J Luton and Dunstable Hospital, Luton, UK Introduction Induction of labour (IOL) is the process of interrupting pregnancy when the benefits of delivery outweigh the risks of continuing the pregnancy. At Luton and Dunstable Hospital vaginal dinoprostone is used to ripen the cervix, however there are different guidelines for its use in women attempting vaginal birth after caesarean section (VBAC) and those with no previous caesarean sections, due to their increased risk of uterine rupture. While non-VBACs can receive up to 14 mg dinoprostone, VBACs receive 1 mg. Currently we advise that 22% of patients undergoing IOL will deliver by caesarean section. Our aim was to determine if the different protocol for VBACs affects their chances of achieving a vaginal delivery.
Methods We conducted a retrospective review of patient notes. 25 patients undergoing IOL with Prostin â (Pfizer, Kent), who had a previous caesarean section were identified.
Results The patients were aged between 20-39. 60% were para 1, 24% were para 2 and 16% para 3. All the patients had had one previous caesarean section. Women were induced for a wide range of indications, the most common being gestational diabetes (8 patients). Our key findings were that 60% of patients delivered by caesarean section, 36% vaginally and 4% by instrumental. The most common indications for caesarean section were failed induction (6 patients) and failure to progress (5 patients). Parity influenced the mode of delivery: 80% of para 1 patients needed a caesarean section, as opposed to 17% of para 2 patients and 50% of para 3 patients. Conclusion Overall, we found that VBACs undergoing IOL are more likely than average to deliver by caesarean section. Women who have never given birth vaginally before are at increased risk of having a caesarean section. These findings suggest we need to re-consider how we council VBACs who are undergoing induction and study other methods of IOL in VBACs. Background We describe the case of a patient with extensive Behc ßet's syndrome (BS) who required surgical excision of an infected Bartholin's gland cyst on the background of profound immunosuppression for her systemic disease. BS is a chronic auto inflammatory condition with significant morbidity and mortality, associated with a multitude of symptoms that varies between patients. Although originally defined as a triad of relapsing uveitis, aphthous stomatitis and genital aphthae, it is now recognised, to affect multiple systems, including vascular, gastrointestinal, neurological and cardiopulmonary. Case We describe the case of a 49-year-old Caucasian woman with a history of extensive BS affecting her oral mucosa, eyes, joints, gastrointestinal tract, and vulva, requiring multiple conventional and biologic immunosuppressants. She has experienced significant gastrointestinal bleeding requiring transfusion, painful severe scleritis, extensive erythema nodosum and multiple genital, urethral and bladder ulcers, requiring a permanent suprapubic catheter. Other associated complications included an infective endocarditis and a recurrent Bartholin's abscess at the base of a large aphthous ulcer. The patient was admitted on multiple occasions over a course of five years for marsupialization of recurrent left sided Bartholin's abscess. Despite incision/drainage (marsupialization) three times in four months, the Bartholin's gland remained the source of infection, resulting in severe persistent systemic sepsis and preventing active treatment with biological agents. We therefore surgically excised the infected gland and associated ulcer, leaving the crater to heal by secondary intention. The systemic infection subsided immediately, however the wound took four months to heal. Conclusion Although the majority of vulva/vaginal BS ulcers do not become infected, this case highlights the effect of the immunocompromised state on such patients. Thus, these patients should be managed within specialist Behc ßet's centres and aggressive surgical intervention, including resection of chronically infected tissue, should be considered when standard treatment has failed.
0024
What are the patient's perceptions of the involvement of medical students during gynaecological outpatient consultation? A questionnaire based survey Stevenson, H
University of Birmingham, Birmingham, UK
Introduction When teaching gynaecology history taking and examination skills there is clear evidence for the benefit of involving real patients, however this can prove difficult and requires patient consent. The involvement of medical students can be seen by patients as prolonging their consultation time as well as generating feelings of embarrassment and anxiety. For these reasons, patients may refuse to be used for medical education purposes. This study aimed to determine the perception of patients toward medical students' involvement in gynaecology care and to ascertain factors which contribute to patients' accepting or declining student involvement. Methods A cross sectional study was carried out on adult patients who attended the Gynaecology outpatient department at a tertiary hospital when a medical student was present from March to July 2017. 19 patients completed a structured, self-administered questionnaire ranking each statement about the student on a 4 point Likert-scale ranging from strongly agree to strongly disagree.
Results Respondents were aged between 19 and 66 years. The mean age was 36. The majority were white Caucasian (78.9%). Most respondents (95%) indicated willingness to allow student participation in their care. Of those who required an examination, 93% allowed it to be carried out by the medical student. The commonest (86%) reason they gave for accepting a student was 'they are an important part of the hospital team'. There was no significant relationship between patients' age or ethnicity and their willingness to accept medical students' participation in their care. 74% would be prepared to let a medical student perform a gynaecology examination in the future. Conclusion The majority of patients are willing to accept medical student involvement in gynaecology outpatient consultations. It is important to explain fully the reasons for the student's presence in clinic as well as that they will be supervised throughout. already had ca breast/bowel, 3.7% ca cervix. Endometrial thickness (ET) <4 mm in 48.5%, 4-6 mm in 15%, 6-10 mm in 16%, >10 mm in 20.5%. 40% had outpatient pipelle. Out of these histology of 41.8% (n = 18) inadequate, 46.5% normal, 4.6% had proliferative endometrium, 2.3% atypical endometrial hyperplasia and 4.6% (n = 2) endometrial cancer. 4 patients had pipelle despite normal ET. 60% (64/107) patients hasn't had pipelle, reason being normal ET (64%), cervical stenosis (17%), declined by patient (4.6%), abandoned due to pain (7.8%) and listed for hysteroscopy for suspected polyp (6.2%). 33 patients had both pipelle and outpatient hysteroscopy. In inadequate pipelle group ->80% 60-80 years, 28% polyp/fibroid, >60% ET between 4-10 mm, 16.6% ET >10 mm. 41 underwent hysteroscopy -in this group 70% had normal histology, 7.3% polyp, 2.4% simple and 2.4% atypical hyperplasia, 2.4% inadequate and 14.6% (n = 6) endometrial cancer. 100% of patients with inadequate histology, had hysteroscopy. 9 patients diagnosed with ca endometrium (2 on outpatient pipelle & 6 at hysteroscopy), 1 hysterectomy specimen showed cancer (initial histology atypical). 6/8 women with endometrial ca had ET>10 mm. 13 patients had hysterectomy (9 for ca endometrium, 3 recurrent postmenopausal bleeding, one atypical hyperplasia, one for large ovarian cyst. Rate of hysterectomy was 12% and prevalence of ca endometrium in the population seen in fast track clinic is 8.4%. Conclusion Based on the findings of this audit, we may consider the cut off for endometrial sampling to move to 5 mm, as no case of ca endometrium case diagnosed at <6 mm ET, to move to 1-stop PMB clinic including outpatient hysteroscopy. 1 Identify the demographics of patients on the EROS pathway 2 To audit length of stay and increase 24 hour discharges 3 To audit readmission rates.
Methods All elective CS cases reviewed over a 2 week period. 41 suitable cases were identified. There was very poor compliance with audit proforma -only 5 completed the previous month, therefore information was mainly extracted from K2, Medway and Cyberlab. The results were compared to the pre-implementation audit done in 2015.
Results Previous CS and breech presentation were the most common reason for CS in both cohorts. Average blood loss was reduced by~100mls. No intra-operative drains were used. The percentage of people discharged within 24 hours doubled from 24% to 50% significantly reducing the average length of stay. There were no readmissions in post-implementation cohort.
Conclusion The EROS pathway managed to significantly reduce length of stay and doubled the percentage of patients discharged within 24 hours. There were no readmissions postimplementation. Poor compliance with audit proforma is likely secondary to the length and complexity. We are introducing a new streamlined EROS checklist which will provide framework for implementation and assist the audit process. We aim to conduct a brief training session for all staff on the EROS process with reinforcement sessions. Finally, we have introduced a core elective team of midwives who have an increased awareness of the EROS process and extra training in surgical care pathways. We aim to re-audit 3 months after these measures are in place. 
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LGR5, the proposed universal stem cell marker, is hormonally regulated in the human endometrium Tempest, N LGR5 expression analysed using qPCR, in situ hybridisation (ISH) and immunohistochemistry (IHC) in healthy full thickness human endometrium (EN) and fallopian-tube (FT) in proliferative and secretory phases (n = 6/group). Effect of exogenous progestogen treatment on LGR5 expression examined in vitro (explant cultures n = 6) and in vivo (women on oral/ intrauterine levonorgestrel n = 12), using qPCR and ISH. All publically available microarray datasets of women not on hormonal treatments (n = 65) and sorted endometrial epithelial side population cells (n = 8/group) were analysed. ) in term neonates. NAIT is the platelet equivalent of Rh haemolytic disease of newborn affecting red blood cells. Its incidence is underreported and about 1 in 1000. Severe intracranial haemorrhage leading to death or permanent neurological disabilities occurs in 1 in 10,000 babies with NAIT commonly before birth.
Case 22-year-old G4P1 delivered by elective caesarean section for breech presentation at 39 + 4 weeks of gestation. Few hours after birth, the neonate started to vomit blood and was transferred to NICU. The neonate had unexplained pulmonary haemorrhage and had platelet count of 21x10 9 . He was intubated and ventilated. He had deranged clotting screen, which was corrected with vitamin K, fresh frozen plasma and platelet transfusion. Anaemia was corrected by blood transfusion. CTPA showed nonspecific changes. Direct Coombs test was negative. Mother was noted to lack platelet antigen HPA-1a and had platelet specific antibody Anti HPA-1a(IgG). Father was heterozygous for HPA-1a giving the baby antibody mediated thrombocytopenia. Pathophysiology Some women are negative for human platelet antigen (HPA-1a or HPA-5b Introduction Intrauterine growth is dictated by the geneticallydetermined fetal drive for growth and the placental supply of nutrients. Previous studies suggest that the placental supply of nutrients to the fetus adapts according to fetal demand. However, the signalling events underlying placental adaptations remain largely unknown. A recent study in mice has revealed that fetoplacental loss of signalling via the phosphoinositol 3-kinase, p110a compromises fetal growth and placental morphogenesis, but the supply of nutrients to the fetus by the placenta is adaptively increased. The contribution of the fetus versus in the placenta in driving changes in placental development and adaptive responses, however, remains unknown. We aim to determine the effect of placental versus fetal p110a deficiency on placental phenotype and resource allocation to fetal growth.
Methods The p110a gene (Pik3ca) was selectively deleted bỹ 50% in the placental trophoblast, fetal lineages or entire conceptus by mating Cyp19Cre, Meox2Cre and CMVCre mice with p110a-floxed, termed Het-P, Het-F and Het-U, respectively. On day 19 of pregnancy (term=20 days), placental transport of 14 C-methyl aminoisobutyric acid (MeAIB) and 3 H-methyl-Dglucose (MeG) was measured in vivo. Mice were killed, conceptus weights recorded and placentas taken for morphological analyses. Experiments were in accordance with UK Animals (Scientific Procedures) Act.
Results There was no effect of placental p110a deficiency (Het-P) on fetal or placental weight. However, fetal and placental weights were 10-15% lighter when p110a was deficient in the fetus or the entire conceptus (Het-F and Het-U). Nevertheless, both a deficiency of p110a in the placenta and the fetus compromised placental ultrastructure and were associated with an upregulation of placental MeG and MeAIB transport to the fetus. Conclusion p110a in the fetus is required for normal prenatal development and p110a signalling in both the placenta and fetus regulates the transport capacity of the placenta in late pregnancy. 
Results
A total of 119 patients were identified. Instrumental delivery was attempted in 87 cases and successful in 79% (69/87) of these cases.
4 cases required sequential instrument use. 7.25% of patients sustained a third/fourth degree tear during instrumental delivery.
The primary indication for operative delivery was failure to progress in 55% of cases, followed by fetal distress in 35%.
36% (18/50) patients underwent a caesarean section for failed instrumental delivery.
There was no significant difference in neonatal outcome by mode of delivery. However, maternal outcomes were influenced.
Conclusion
To conclude, there is a 21% failure rate with instrumental delivery. Neonatal outcomes appear not to be influenced by mode of delivery though further work to evaluate long-term fetal outcome is necessary. Maternal morbidity is poor with caesarean section in comparison to instrumental delivery with a longer recovery period in hospital (4.5 days) and greater blood loss. Instrumental delivery has improved maternal safety versus second stage caesarean section and therefore investment in training would be beneficial. Conclusion This case is unusual as the initial clinical presentation suggested bowel perforation. This patient also suffered an unusual infection with Clostridium ramosum and Trueperella bernardiae, the latter is a very uncommon isolation. The CT scan showed a pneumoperitoneum which led to the suspicion of bowel perforation. At subsequent laparotomy, no evidence of bowel perforation was noted. The findings of pneumoperitoneum could be explained by culture findings of Clostridium ramosum resulting in a gas forming infection within the necrotic uterine mass. There are very few published case reports describing the clinical manifestations of Trueperella bernardiae, a facultative anaerobic gram-positive coccobacilli. Trueperella bernardiae can be a part of the regular skin flora however it has been the reported pathogen in cases of urinary tract infections, septic arthritis, diabetic foot infection, soft tissue infection, brain abscess and eye infections. We have found no previously reported cases of Trueperella bernardiae causing a uterine infection.
0063
Improving the enhanced recovery pathway for elective hysterectomy patients in Weston Area Health NHS trust -a small district general hospital Mazan, K Introduction Enhanced recovery has become the gold standard of care for all surgical patients, which the RCOG recognised in 2013 with their national guidance. The essential steps they outline not only enhance recovery, but also improve patient satisfaction and have the potential to significantly reduce costs to the NHS. In 2011 Weston General Hospital Gynaecology department introduced an enhanced recovery pathway (ERP) pro-forma to facilitate appropriate care for patients undergoing elective hysterectomy. The pro-forma included reminders about early oral intake and mobilisation, timely TWOC and, importantly, steps for telephone follow-up by nursing staff one day post discharge. I aimed to evaluate adherence to this local guidance (in line with RCOG national guidelines) on enhanced recovery 5 years after pro-forma implementation.
Methods In a 12 month period 47 eligible patients were identified, using codes such as vaginal, abdominal or laparoscopic hysterectomy. Patients were excluded if they underwent the procedure as an emergency or a day case. 19 cases were retrospectively analysed using a 30 point pro-forma to produce final results.
Results Pre-and intra-operative steps to enhance recovery were up to national standard. Regular analgesia, anti-emetics and early oral intake post-op were encouraged. Multiple areas of improvement were identified in the post-operative period, such as delays in early mobilisation or termination of IV fluid replacement, leading to delays in discharge. Notably, the ERP proforma outlining these post-operative steps was seldom used, and no telephone follow-up was performed for the majority of patients.
Conclusion Areas of poor adherence with local guidelines, most notably the lack of use of the ERP pro-forma, were the root cause of the majority of shortcomings. An education campaign was carried out involving all members of the departmental MDT. The worrying lack of patient follow-up led to discussions with hospital management about employing a dedicated enhanced recovery nurse.
0070
Pericolonic Haematomas are normally limited to paravaginal spaces. We report an unusual case of a haematoma affecting intra-abdominal viscera.
Case A 30-year-old multiparous female with a history of stage 3 anterior and stage 3 posterior vaginal wall prolapses, stage 2 uterine prolapse and a widened genital hiatus with deficient perineum. A posterior vaginal wall bridge type prolapse repair was performed with no intra-operative complications. She presented the same day with severe abdominal pain, vaginal bleeding, tachycardia, hypotension and anaemia. Examination under anaesthesia and exploration of the surgical site revealed a large 15 cm haematoma in the retrovaginal space tracking up and around the rectum and pelvic side walls. The haematoma was noted to be lying very high, consequently a laparoscopy was performed due to the suspicion of perforation into the peritoneal cavity. Significant pericolonic haematoma was noted reaching as far as the pelvic brim. As no clear bleeding point could be identified the haematoma cavity was managed with tranexamic acid topically and intravenously, topical Flowseal and increased laparoscopic pressures to tamponade bleeding. Conclusion In this unusual case of extensive postoperative haematoma formation the patient suffered unusually severe perineal pain. This is a hallmark of large genital haematomas and was used to anticipate potential challenging surgical correction. A conservative surgical approach was successfully employed as significant exploration to identify a bleeding point would have resulted in significant surgical trauma. In this case the haematoma unusually tracked above the cardinal ligaments and involved the broad ligaments and dissected the peritoneum from the pelvic colon. Subperitoneal haematomas cause increasing pain as the enlarging haematoma is confined beneath visceral peritoneum and diagnosis can be difficult as bleeding is concealed. , the subsequent management varies between units. At St Helens and Knowsley NHS Trust further doses are given, in the absence of contraindications, unless the bishop score is 8 or more. We aim to observe the effects/ outcomes of using more than 2 Prostins â for induction of labour.
Methods We conducted a retrospective review of the inductions at our trust over a 12 month period. The case notes of those receiving more than 2 Prostins â were reviewed. We recorded bishop scores and cervical dilatation before each Prostin â and dilatation at artificial rupture of membranes (ARM). The duration of subsequent oxytocin use, the duration of the induction and labour, and the mode of delivery were also recorded.
Results The bishop score increased on average by 1.2 between the first assessment and that prior to the last Prostin â (bishop score was rarely recorded at ARM). By ARM however 87% were at least 2 cm dilated. Oxytocin duration of use was relatively low: no oxytocin 34%, 1-5 hours 24%, 6-10 hours 31%, 11-15 hours 9.5%, >15 hours 1.5%. At the time, the actual cause of cardiac arrest was unknown. The postmortem report indicated evidence of haemoperitoneum of 4.5 litres and placental histology showed placenta percreta invading outside of uterus into adherent tissue and extra uterine blood vessels. The main cause of death was catastrophic intraabdominal haemorrhage secondary to placenta percreta. Conclusion The incidence of morbidly adherent placenta continues to increase with increasing caesarean section rates. Symptoms of diarrhoea and vomiting are early signs of peritoneal irritation and should not be easily dismissed in the pregnancy without careful assessment. The use of 3D ultrasound, colour Doppler, MRI placental imaging are other modalities that may be used for early diagnosis. The limitation of imaging associated with high BMI is also contributory factor in this case. Therefore use of measures to reduce obesity before pregnancy is vital. Although placenta percreta is an uncommon occurrence with difficult initial diagnosis but careful early diagnosis and high index of suspicion in high risk cases can save precious lives.
0083
VBAC (vaginal delivery after caesarean section) in a morbidly obese patient with BMI 68 with dichorionic diamniotic twin pregnancy in a district general hospital setting Soundararajan, K; Sen, S Scunthorpe General Hospital, Scunthorpe, UK Case A 26-year-old G2P1, BMI 68, with Dichorionic Diamniotic twin pregnancy (DCDA) and previous caesarean section was scheduled to have elective repeat caesarean section in a tertiary maternity unit. She presented to our district general hospital in spontaneous labour at 35 weeks of gestation and footling presentation of first twin. She was found to be 4 cm dilated with bulging membranes on presentation. Transfer to tertiary unit was not clinically appropriate. Theatre team, consultant obstetrician, paediatrician and anaesthetist were involved immediately. She was moved to operation theatre with bariatric table. Real time ultrasound showed bradycardia of Twin 2 and Twin 1 heart rate could not be visualised. The patient was reassessed in theatre and found to be fully dilated with footling presentation. She was offered vaginal delivery in the view of rapid progress in labour. Assisted breech delivery of the first twin followed by kiwi delivery of second twin was achieved with Entonox analgesia. Twin 1 and 2 weighed 2.3 kg and 2.19 kg respectively. Total blood loss was 600 ml with episiotomy repair. Both twins required minimal initial resuscitation and had good APGARS. The patient was discharged home the next day.
Conclusion
There are multiple intrapartum risk factors associated with morbid obesity namely: RCOG recommends elective caesarean section in case of twin pregnancy following previous caesarean section. In this particular case, caesarean section posed lots of risks and spontaneous assisted vaginal birth was the most appropriate method of delivery. VBAC for spontaneous twin deliveries could be an option in breech presentation in selected patients.
0086
Pancytopenia in pregnancy -is it HELLP syndrome, neutropenic sepsis or starvation-induced myelosuppression?
Draper, H; Raina, A; Suraweera, P; Rajesh, U
Hull and East Yorkshire Hospitals NHS Trust, Hull, UK
Case A 24-year-old G5P3 patient presented at 35 weeks of gestation with a pyrexia, productive cough and vomiting. She was commenced on investigations and treatment for presumed chest sepsis but rapidly developed a metabolic ketoacidosis, deranged liver function tests, and thrombocytopenia with anaemia. She was found to be proteinuric with a protein:creatinine ratio of 210 and LDH 2706 IU/L, chest X-ray was unremarkable. She soon developed frank haematuria and was transferred to ITU for management of her worsening metabolic acidosis. Following optimisation on ITU she underwent an uneventful caesarean section for presumed evolving HELLP syndrome. She was therefore treated on the standard magnesium sulphate protocol for 24 hours. Postnatally she remained profoundly anaemic despite significant transfusion of blood products before developing profound unexplained pancytopenia. Throughout the intrapartum period the patient had ongoing pyrexia with no clear source of infection identified. A CTPA revealed centrilobular basal nodules suggestive of viral or atypical infection, abdominal ultrasound was suggestive of endometritis with two small scar haematomas seen. She was treated with IV gentamicin and piperacillin/tazobactam and two doses of GCSF for neutropenic sepsis. All culture results were negative. She was extensively investigated for aetiologies of pancytopenia. Her past obstetric history included pregnancy induced hypertension, idiopathic postnatal myelosuppression and disseminated intravascular coagulopathy. She was diagnosed with profound vitamin B12 deficiency and responded well to replacement therapy. A final diagnosis of pancytopenia secondary to starvation-induced B12 deficiency was reached. We present the dilemmas in differential diagnosis, management, delivery planning and the process of arriving at this rare diagnosis of exclusion.
0093
Early pregnancy unit outcomes from a district general hospital -ectopic pregnancies managed surgically over 3 years at Watford General Hospital Lim, E; Akhanoba, F; Awala, A Watford General Hospital, Watford, UK Introduction The aim of this audit was to assess our compliance with the NICE guidelines and to determine the number of bhCGs and scans performed prior to the diagnosis of the surgically managed ectopic pregnancies in our unit. We also wanted to calculate the rupture rate for these ectopic pregnancies. The rate of ectopic pregnancy is 1.1%, with a maternal mortality of 0.2 per 1000 estimated ectopic pregnancies, associated with rupture. About two thirds of these deaths are due to substandard care. Approximately 87-93% of ectopic pregnancies are correctly identified by transvaginal ultrasound in specialised units. Laparoscopy is the gold standard when surgical treatment is indicated for women with an ectopic pregnancy and a salpingectomy should be offered unless other risk factors for infertility are identified. Methods A retrospective audit looking at completed proformas for all ectopic pregnancies managed surgically in the unit over a period of three years from 30/12/12 to 31/12/15. Data collected and analysed using Excel â Database.
Results Over the 3-year period, a total of 221 ectopic pregnancies were managed surgically. Prior to surgery, 190 of the cases (86%) were diagnosed by transvaginal ultrasound scan, 20 (9%) were Pregnancy of Unknown Location (PUL) and 11 cases (5%) had no scans. 148 women (67%) had between one to three b-hCG checks prior to surgery. We scanned 67% of the women at least once prior to surgery. There was a rupture rate of 44% (97 cases). 97% of our women (215) were managed laparoscopically and 92% (204) had salpingectomy. Conclusion Our practice is compliant with NICE guidance. Our seemingly high rupture rate is because the leaking ectopic pregnancies were not differentiated from the actual ruptured ones on the proformas. Introduction Liverpool Women's Hospital is a tertiary referral centre for patients throughout Cheshire and Mersey. The renal antenatal clinic has been in existence since 2010 and both local and tertiary referral patients are seen by a consultant obstetrician and consultant nephrologist. Since 2012 10 renal transplant patients have attended the ANC with 11 pregnancies. Only 45% had formal pre-conception counselling. All had creatinine levels under 150 in the first trimester, which stayed constant in the second trimester. Creatinine levels rose by the third trimester however there was no significant long term damage to renal function when comparing postnatal levels and no cases of graft rejection.
Methods Seven women (8 pregnancies) had well controlled preexisting hypertension. 72% of patients developed pre-eclampsia despite all being on aspirin. Two patients suffered intrauterine death secondary to pre-eclampsia. The other 9 pregnancies resulted in live birth, well grown infants.
Results Four pregnancies resulted in normal vaginal deliveries, one had an instrumental delivery and the other 6 were born by emergency caesarean section. Gestation at delivery ranged from 25 + 1 to 37 + 6. Three patients developed pre-eclampsia under 32 weeks of gestation (4 pregnancies) and were delivered due to this and one had pre-term pre-labour rupture of membranes at 22 weeks of gestation and delivered at 26 + , the other 5 women delivered after 34 weeks of gestation. Conclusion Renal transplant recipient patients are high risk cases. Our pre-eclampsia rate is significantly higher than the background risk (up to 8%) and the 24% risk in the recent UKOSS study.
There was one case of IUGR compared with the UKOSS predicted rate of 24% however our small numbers may have affected these findings. Most of our women had successful pregnancies however fewer than 50% of patients had had formal pre-conception counselling and the number of maternal and fetal complications were significantly higher than background rates.
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Obstetric triage improvement project -phase 1 Baithun, M; Sampson, V Barking, Havering and Redbridge University Hospitals NHS Trust, Romford, UK
Introduction Obstetric triage provides 24-hour service for women above 20 weeks of gestation to be assessed by a midwife and/or obstetrician. Currently we see over 1000 patients per month in our unit, with most just requiring reassurance but triage can also pose a high risk area. In our unit, informal feedback has suggested that the growing attendance rates and lack of senior obstetric support has led to increased workload, increased waiting times and compromised care. Aims:
1 To identify staff and patient perceptions regarding triage 2 To collect quantitative data on admissions, waiting times and outcomes 3 Audit adherence to local guidelines.
Methods We surveyed 34 staff and 70 patients. We audited >300 attendances to obstetric triage collected from the admissions log. Results Patients gave generally positive feedback with suggestions being increase in space and staff. Staff were generally negative with lack of senior obstetric support and absence of clear guidelines thought to contribute to reduced quality of care, delays in plans and increased waiting times. Audit of attendances found the wait for doctor review to be the longest delay, with 16% (at night) and 23% (during the day) waiting >1 hour to see a doctor. The average triage stay was 1 hour 44 minutes, with 29% staying >2 hours.
Conclusion
The results suggest that streamlining the service and reducing waiting times would increase patient and staff satisfaction. We are currently developing a number of interventions to facilitate this including:
1 Training midwives to perform speculums from 36 weeks 2 Training senior midwives to perform presentation scans 3 Developing care bundles to assist midwives and doctors with decision making and plan generation.
We will re-audit and repeat staff and patient surveys 8 weeks following implementation to see if any improvement has been seen.
0102
Intrauterine contraception clinic -qualitative improvement study El-Nahas, S 1 ; Simpson, J Introduction Studies have shown that there are many myths and misconceptions regarding intrauterine contraception (IUC). It has been shown that advanced provision of information, primarily in the form of animated media, is an effective and well received method of improving women's understanding of procedures. The primary aim of this evaluation was to identify current IUC clinic activity and establish how we could improve women's and healthcare professionals' journey. Methods A mixed-method service evaluation was undertaken during a 5-day period in March 2017. Clinical activity was measured using our electronic sexual health records (NaSH), by assessing DNA rates and completion status of procedures. Women were invited to complete an anonymised questionnaire, enquiring about IUC knowledge, appointment information and acceptability of directing them to online information via a SMS message. Data was collected and collated in Microsoft Excel â .
Results Of the 72-appointment slot, 32% (n = 23) did not attend. 75.5% (37/49) successfully had IUC placed, with 50% (6/12) not fitted due to lack of pre-procedure information. Case We report the case of a 42-year-old woman, para 1, with a history of melanoma excision 18 months prior, presenting with acute confusion, headaches and vomiting at 28 weeks of gestation. There were no cutaneous lesions present. Both CT and MRI head showed two intracerebral space occupying lesions in the left temporal and right parietal regions, with significant mass effect with midline shift from the largest lesion on the left. She was managed under multidisciplinary care of the neurosurgical, obstetric, oncology, intensivist and anaesthetic teams. She underwent two craniotomies antenatally to remove histologically confirmed metastasis, and after the second procedure was diagnosed with transverse sinus thrombosis. A 3115 g male infant was delivered by elective caesarean section at 37 weeks of gestation. The placenta appeared macroscopically normal. She developed tonic-clonic seizures on day 1 postnatally and was intubated and transferred to ITU. CT showed residual malignant lesions and associated oedema, and she was commenced on antiepileptic medication levetiracetam and beclomethasone. She was later discharged home and will be followed up in the outpatient clinic.
Discussion Over one third of melanoma cases occur in women of childbearing age and melanoma accounts for 25% of all malignancies diagnosed during pregnancy. Although rare, it is the most common malignancy to metastasise to the placenta. In those with placental metastasis only 25% of fetuses are thought to be affected. Treatment in pregnancy remains controversial regarding progression and prognosis. However, recent studies have shown no effect on survival of pregnant women with melanoma compared to non-pregnant women. Malignant melanoma with brain metastases in pregnancy has rarely been reported in the literature, in particular, cases treated surgically. This case focuses on the management of melanoma recurrence in pregnancy and the need for a multidisciplinary and individualised approach to management. There is a 50-70% lifetime risk of developing type-2 diabetes mellitus (T2DM) in women after gestational diabetes (GDM). Therefore, NICE recommends testing women with GDM at 6 weeks postpartum and then annually thereafter. Increasing maternal age, maternal obesity and high gestational weight-gain are all associated with early progression to T2DM, so it is crucial that women with these risk-factors have postnatal testing. We explored uptake and patient engagement with different types of postnatal testing, and compared the correlation of these methods with fasting glucose during pregnancy.
Methods A retrospective cohort of 513 women with GDM over a 3-year period (2014-2017) was identified. Data regarding postnatal oral glucose tolerance testing (OGTT) and HbA1c were retrieved from the electronic medical system, along with maternal characteristics. Data were analysed using multivariate logistic regression.
Results 82.5% (423/513) of women with GDM during pregnancy attended for some form of postnatal follow-up. More women (371/513, 72.3%) had a postnatal OGTT than had a postnatal HbA1c (157/513, 30.6%). Women were less likely to have a postnatal OGTT if they had a higher BMI (P < 0.05) or a parity ≥2 (P < 0.01). There was no influence of maternal age, prepregnancy BMI, parity or gestational weight-gain on attendance for postnatal HbA1c. There was a significant correlation between antenatal and postnatal values for both fasting glucose (P < 0.001) and HbA1c (P < 0.001). The likelihood of accessing any mode of postnatal testing was not different between the individual GP practices in our study. Conclusion Postnatal OGTT testing may be less acceptable to high-risk groups, including women with high parity, compared to HbA1c testing, perhaps due to the need to fast, repeated sampling, and extended time requirements for OGTT. As both tests reflect antenatal glucose tolerance, where OGTT uptake is poor, it may improve acceptability to offer HbA1c testing alone for postnatal follow up.
0115
Unicornuate uterus with ectopic ovary: a case report Koura, A; Elbeih, D; Casey, C Limerick University Hospitals, Limerick, Ireland
Background Unicornuate uterus is a rare malformation of the m€ ullerian system. It has an incidence of about 0.3% of the whole population and 0.6% of the infertile population. Background Cornual pregnancy is a very rare type of ectopic pregnancy with an incidence of 2-4% of all tubal pregnancies. It occurs in the part of fallopian tube which penetrates the muscular layer of the uterus. It has the highest mortality rate among all ectopic pregnancy cases (about 2.5%). Management is generally surgical, with only a small number of case reports have described medical treatment; our case is one of them. It is associated with abnormal transportation of the fertilised ovum within fallopian tube. Possible risk factors as pelvic inflammatory disease, previous tubal surgery, congenital tubal anomalies and history of previous ectopic pregnancy have been suggested but exact cause is not known. Diagnosis depends mainly on ultrasound and on evaluation by laparoscopy. Surgery can be associated with decreased fertility and increased rate of rupture uterus. Catastrophic haemorrhage can result from surgical intervention in this highly vascular area or from uterine rupture. Case Our case is a 31-year-old primigravida, was diagnosed by ultrasound at 7 weeks with unruptured ectopic left corneal pregnancy. Patient was vitally stable. She was admitted and counselled re medical management. First dose methotrexate was given at 7 weeks and follow up by serum b-hCG and ultrasound. Fetal heart was still present. Second dose was given at 8 weeks and follow up by serial b-hCG levels and ultrasound continued until complete resolution. Conclusion The diagnosis and treatment are challenging. In the hemodynamically stable patient, methotrexate is safe option and can be an alternative to traditional surgical management, however close follow-up required.
0120
Audit of the procedure, complications and outcomes of cystoscopy with cystodistension over 6 years at Brighton and Sussex University Hospitals Nagarajan, D; Wong, V Brighton and Sussex University Hospitals, Brighton, UK Introduction Cystoscopy and cystodistension is a urogynaecological procedure that involves distension of the bladder with sterile water for a period of time and is performed for urinary symptoms. There are no guidelines on how cystodistension should be performed and complications include haematuria, urinary retention, infection and bladder rupture. The aim of the audit was to review the cystodistension procedure performed between January 2010 to December 2015 at Brighton and Sussex University Hospitals. This includes a review of the patient demographics, indication for the procedure, the procedure of cystodistension, complications and the outcome. The proforma used by Mahendru et al (2010) was adapted to review notes for the audit.
Results 162 patient notes were reviewed covering a 6 year period, 71% of these patients did not have any significant medical conditions and 77% did not have any medication use prior to the procedure documented. For the procedure 70% of patients had cystodistension performed once and all were under general anaesthetics. There was a wide variation in the volume of water filled in the bladder (ranging from 300 ml to 1200 ml) as well as the length of time the bladder was filled for (ranging from 30 seconds to 5 minutes). There were in total 11 complications (most commonly haematuria) and all of them below the levels reported in literature. 84% of patients were followed up in clinic however only 35% reported that there was an improvement in their symptoms. On reviewing if the initial symptoms affected the outcome there was no clear evidence that patients presenting with a specific symptom responded to cystodistension better. Conclusion In conclusion the audit shows that there is a variety of different ways in which cystodistension is being performed and for different symptom with only a small proportion reporting symptom improvement.
0121
An atypical case of severe hypertension in pregnancy Newport, F Results In six months, total number of women who attended VBAC clinic and were suitable for trial of labour were 114, 60 woman (53.5) out of 114 accepted trial of labour. Among 60 woman 13 woman changed their mind later and 7 woman had repeat caesarean due to obstetric reason. Total of 40 woman attempted trial of labour and overall success rate of vaginal birth after caesarean section (VBAC) was 52.5%. Among elective repeat caesarean sections 76% were due to maternal request and 24% were due to obstetrical reason like obstetric cholestasis, intrauterine growth restriction and gestational diabetes. Conclusion The rate of successful VBAC in our hospital was 52.5% not more than 70% as quoted by RCOG and the women who went into spontaneous labour they achieved VBAC more than induction group. Author feel like that all woman after uncomplicated caesarean section should be debriefed and encouraged for VBAC by senior obstetrician and also early referral to VBAC clinic should be encouraged in next pregnancy as it was obvious from our audit that acceptance rate of trial of labour was more in woman who were counselled in VBAC clinics in early gestation.
0123
A level 2 low grade appendiceal mucinous neoplasm, presenting as a suspected tubo-ovarian mass Parker, R City Hospital, Birmingham, UK
Background A patient underwent a right salpingo-oophorectomy and appendicectomy for a suspected tubo-ovarian mass. Histology confirmed the mass to be a low grade appendiceal mucinous neoplasm (LAMN 2), a precursor to Pseudomyxoma peritonei. Case The patient, in her mid-forties, was initially admitted under the general surgical team at a different Trust. She presented with an acute-on-chronic episode of right-sided abdominal pain, but was otherwise fit and well. A CT scan demonstrated a right-sided pelvic mass, with associated right hydronephrosis and hydroureter.
The patient was treated with antibiotics and discharged without surgical intervention. Following discharge, the patient requested to be seen by the gynaecology team in our Trust, due to ongoing pain. The oncology unit lead reviewed the patient and explained that the mass could be ovarian or appendiceal in origin. The patient was offered a right salpingo-oophorectomy (RSO), +/-appendicectomy, as the exact nature of the right adnexal mass was unclear. The patient had CA125 of 12. At laparotomy, the appendix was noted to be adherent to the surface of an otherwise normal-looking right ovary and fallopian tube. The remainder of the gynaecological organs appeared grossly normal, as did the omentum, liver, stomach and spleen. An RSO and appendicectomy were performed, with a good postoperative recovery. Histology showed a LAMN 2 lesion, with a mucinous ovarian metastasis, accounting for the mass on scan. The patient was subsequently referred to a tertiary peritoneal oncology centre. They offered the patient: (i) self-surveillance (with an attendant risk of developing pseudomyxoma); (ii) surveillance (6-monthly CT and bloods for 2 years, then yearly for 5, then every 8-10 years); or (iii) further surgery with intra-operative hyperthermic intra-peritoneal chemotherapy. The patient opted for surgical management. We present the case as a rare, but important differential diagnosis of right adnexal masses.
0124
Fibroid only by appearance Khan, T; Pappaioannou, S
Birmingham Heartlands Hospital, Birmingham, UK
Case We present a rare case of a 30-year-old lady who presented with history of abdominal distension and a mobile mass in 2014. She had tumour markers performed and MDT discussion, suggestive of a benign pathology. Further imaging in 2016 suggested a broad ligament fibroid however due to the patient's history of the mass being mobile there was also suspicion of a pedunculated fibroid. In the interim due to a pregnancy and personal circumstances she was not able to undergo surgery until January 2017 when she underwent a laparotomy. Case A 45-year-old primiparous patient presented with persistent pelvic and thigh pain on mobilising during the third trimester. She was seen ante-and postnatally by the physiotherapy team, and by the obstetrics team. The initial diagnosis from the physiotherapists was of 'symptoms deemed to be correlated with pregnancy related pelvic girdle pain (PGP)'. She had conceived via IVF (performed abroad), with donor eggs and sperm, and was carrying dichorionic, diamniotic twins. Her past medical history included anxiety, depression and a pharyngeal web. She had prophylactic aspirin during her pregnancy. Her pregnancy was complicated by eclampsia and severe hypertension, necessitating delivery at 35 + 2 weeks by emergency caesarean section. Her postoperative recovery was further complicated by an intracerebral haemorrhage and protracted recovery on the critical care unit. Once stabilised, she was transferred to the maternity unit, with further input from the physiotherapy team to aid her mobility. The patient did manage to mobilise with assistance, but due to ongoing, severe pain, a pelvic X-ray was eventually arranged, some 12 days postpartum. This demonstrated bilateral, intracapsular, neck of femur fractures. Of note, there was no obvious history of trauma. The fractures (of indeterminate age) were promptly managed by the orthopaedic team with bilateral total hip replacements. Histology of the femoral heads was inconclusive, and a second opinion was sought from a tertiary centre to exclude Paget's disease. The reporting pathologist could not find any evidence of any abnormality to account for the fractures. Subsequent investigations included a bone density scan, which showed evidence of osteopenia (T-score -2.3). Renal function, thyroid function and adjusted calcium levels were normal. The patient was vitamin D deficient (41.9 nmol/L), and positive for anti-endomysial antibodies. We present a case of pelvic girdle type-pain with an unusual underlying aetiology, which has implications for management of refractory 'PGP'.
0129
Acute abdominal pain postpartum: a case of portal, ovarian and superior mesenteric vein thrombosis following LSCS for pre-eclampsia Moloney, J; Nallapatra, S; Mohammed, M; Sen, S Northern Lincolnshire & Goole Hospitals NHS Trust, Scunthorpe General, Scunthorpe, UK Background Portal vein thrombosis and its sequela of cavernous transformation is rare in the general medical population, and rarer still in pregnancy and the postpartum period. It can present incidentally in imaging or acutely with life threatening complications. Extension into the mesenteric arch causes small bowel ischaemia with a mortality rate as high as 50%.
Case A 23-year-old woman presented with severe abdominal pain fourteen days after an emergency caesarean section at thirty one weeks for fulminating pre-eclampsia. She recovered well and was discharged on low molecular weight heparin. Venous thromboembolism risk factors included pre-eclampsia, caesarean section and initial immobility. Past obstetric history included a miscarriage at 22 weeks of gestation in addition to a normal pregnancy with no personal or family history of thrombophilia. CT confirmed extensive portal vein thrombosis with cavernous transformation, superior mesenteric and right ovarian vein thrombosis with small bowel ischaemia. She was transferred to a tertiary centre for emergency small bowel resection and referred to haematology post discharge for further investigation for thrombophilia. Conclusion Pregnancy and the postpartum period in particular is associated with an increased risk of thromboembolism and although rare thrombo-prophylaxis, early assessment, diagnosis and intervention is paramount to reduce morbidity and mortality.
0132
A splash of red: a review of the major postpartum haemorrhages from NHS Lothian in 2016-2017 Hughes, K; Mary, N NHS Lothian, Edinburgh, UK Introduction Postpartum haemorrhage (PPH) is a major cause of maternal morbidity and mortality; therefore, it is essential it is managed appropriately. Cases of adverse outcome should be reviewed at a risk management meeting to ensure protocols are followed and identify areas of improvement.
Methods A retrospective analysis of major PPH ≥2000mls occurring in NHS Lothian 2016-17 that were case reviewed at the risk management meeting. The paper report and TRAK notes were reviewed and input into Excel â .
Results 136 of 9424 deliveries in 2016 (1.44%) had a major PPH ≥ 2000mls. 44% (60) were reviewed at the risk management meeting, one case excluded as no TRAK notes located. EBL ranged from 2000-7500mls (mean=3489mls), 54% lost 2000-3000mls.
Mode of delivery: 47% SVD, 12% HFFD, 17% elective LUSCS and 31% emergency LUSCS. Increased mean EBL with caesarean section (3718mls) compared to vaginal deliveries (3282mls).
Cause of PPH: multi-factorial in 53% women, 71% atony, 40% trauma, 24% retained tissue and 1.7% coagulopathy.
Appropriate antibiotics (and repeat dose) were given to 50% of caesarean section, 100% forceps deliveries and 78% SVDs.
54% delivered in theatre. 96% of the remaining women were transferred to theatre for management of their PPH. 98% were given uterotonics with 61% ≥4 different uterotonics. 5% had tranexamic acid. 50% had a balloon tamponade, 22% required a MROP, 11.9% vaginal packs, 10% hysterectomy and 17% returned to theatre. 64% required blood products. A major obstetric haemorrhage (MOH) call was put out for 64% of cases.
A consultant was present for 84.4% of major PPHs, the rest a ST5-7.
Conclusion PPH is a significant cause of morbidity with high rates of return to theatre, balloon tamponade, blood transfusion and hysterectomy. Our analysis showed good consultant presence. However, we need to improve on appropriate antibiotics, MOH calls and should develop a protocol for use of tranexamic acid.
0136
Transient fetal bowel dilatation in third trimester ultrasound? Significance -should we advocate routine third trimester ultrasound: case report and review of literature Gopal, G; Orr, K Ninewells Hospital, NHS Tayside, Dundee, UK Background Fetal bowel dilatation can be a sign of fetal bowel obstruction, which increases the mortality and morbidity of fetus in-utero and in neonatal period. Prenatal ultrasound is a poor diagnostic tool for fetal bowel abnormalities. We present a woman with fetus showing single dilated bowel loop and raised liquor volume in third trimester ultrasound and fetal outcome. Case 37-year-old P2 + 0 at 34 + 1 weeks had a single dilated loop of bowel in fetal abdomen at 30 mm with peristalsis and amniotic fluid index of 31 in ultrasound. Fetal bowel obstruction was suspected and planned to deliver after 37 weeks with liaison with paediatric surgeon. Fetal bowel appeared normal from 36 weeks. However, she delivered at 38 + 4 weeks in tertiary unit with neonatal surgical team support. Neonate showed signs of bowel obstruction and laparotomy revealed malrotation of gut corrected by Ladd's procedure.
Discussion Intestinal malrotation occurs in 1 in 6000 live births. Literature review (22/6/2017) revealed, congenital malrotation of gut reported in 8 case reports. Commonest type is incomplete rotation predisposing to midgut volvulus. Reported associations are duodenal atresia (17%), jejunoileal atresia (33%), and cardiovascular disease (27.1%). Mortality rates for operated patients range from 0-14%. Higher mortality rates are seen in associations with acute onset of midgut volvulus, delayed diagnosis or presence of intestinal necrosis. Presentation of congenital gastrointestinal malformations is more prominent in third trimester ultrasound. However, it poses a huge diagnostic challenge due to variation in presentations. In developed countries, with current advances in prenatal ultrasound, there is evidence building up towards offering routine third trimester ultrasound in low-risk women. Case We aim to uncover a rare cause of surgical emphysema during childbirth and postpartum. LW is a primigravid, 34-yearold women, who was low risk and gave birth on midwifery led unit at Birmingham Women's Hospital; a tertiary care centre. Unfortunately due to sustaining a third degree tear, she was transferred to delivery suite for repair. Immediately after giving birth, the patient complained of pain behind right eye, facial swelling and shortness of breath. This was also accompanied by profuse vomiting. On examination, no focal neurology was noted. Chest examination revealed Hamman's sign (typical 'crunching' noise which is synchronous with heart sounds). Rest of the systemic examination was unremarkable. On X-ray, pneumomediastinum and pneumopericardium were noted. Given the history of vomiting, it was suggested that the patient had a computerised tomography (CT) scan to rule out oesophageal tears. It was confirmed on the CT scan that the patient had surgical emphysema in subcutaneous tissues of the neck, supraclavicular fossa and anterior chest wall as well as a pneumomediastinum and pneumopericardium. The diagnosis of Hamman's syndrome was established. Methods: History, examination and investigations, particularly imaging (X-ray and CT). Conclusion Hamman's syndrome is rare (some texts referring to its incidence being as rare as 1 in 100,000 pregnancies). It is a benign condition and self-limiting, usually not requiring any intervention. Imaging is an important modality in diagnosing and differentiating the condition from other causes of surgical emphysema in labouring and postpartum women.
0139
An audit of the assessment and management of intrapartum pyrexia in a DGH Moloney, J; Mohammed, M Northern Lincolnshire & Goole Hospitals NHS Trust, Scunthorpe General, Scunthorpe, UK Introduction Sepsis in pregnancy remains an important cause of maternal death in the UK. Pregnant women do not always present with the distinct signs and symptoms of sepsis compared to the non-pregnant population therefore rapid identification, assessment and treatment is vital. Ad hoc experience suggested there were cases when intrapartum pyrexia was identified, intravenous antibiotics prescribed and blood cultures taken, but not always possible sepsis assessment and management as per the sepsis guidelines. Methods The aim was to review the identification, assessment and investigation of women with pyrexia on labour ward against the local and UK Sepsis Trust Inpatient Maternity Sepsis Tool. A retrospective audit was undertaken of women who were pyrexial (>38 or two >37.5 two hours apart) on labour ward over a 12 month period. Results Results are currently being analysed and it is planned for further education sessions for both medical and midwifery staff following which a subsequent re-audit.
0141
A rare case study presentation -haemolytic disease of the newborn Durden, A; Chianda, S; Ratnaparkhi, S University Hospital North Tees, Stockton on Tees, UK Background The presence of red cell antibodies during pregnancy is a relatively common finding; however, the prevalence of clinically significant antibodies is 0.4%. Haemolytic disease of the fetus and newborn (HDFN) is a condition in which transplacental passage of maternal antibodies results in immune haemolysis of fetal red cells. The spectrum of haemolytic disease of the newborn has changed with the implementation of Rhesus D immunoprophylaxis, thus haemolytic disease due to ABO incompatibility and other alloantibodies have now emerged as major causes of this condition. Case We report a case of a neonate born at 37 + 2 by emergency caesarean due to abnormal CTG findings. The neonate, born with poor APGARS of 4 at 1 minute and 6 at 5 minutes, was also noted to be severely anaemic (Hb 37 mmol/L) requiring resuscitation and several units of blood transfusion. Subsequent tests revealed the neonate blood group to be B Rhesus positive, a Kleihauer reported significant fetomaternal haemorrhage, and blood film findings were in keeping with haemolysis. However the direct Coombs test was negative and so haematological investigations ar. The mother, a primigravida, was under joint antenatal care for a history of hypertension, for which she was on aspirin from 12 weeks of gestation. Her blood group was O Rhesus positive and negative for any red cell antibodies with no history of blood transfusion. She however presented with 4 episodes of reduced fetal movements from 27 + 1 and was subsequently booked for an induction of labour of at 37 + weeks. On all occasions until her induction date, fetal heart rate, CTG monitoring and ultrasound fetal growth were normal. Conclusion In spite of routine antenatal antibody testing at booking and 28 weeks, ABO incompatibility is a rare but presents a significant cause of morbidity and even mortality.
0142
Postpartum maternal cardiac arrest Georgiou, D; Sabir, N Bradford Teaching Hospital, Bradford, UK Background Although maternal cardiac arrest is rare, the scenario of it is a feared one. The obstetric team should be knowledgeable about the risk factors for cardiac arrest, the physiological changes during pregnancy and the puerperium. Case A 32-year-old, gravida 3, parity 2 (previous caesarean sections [CS] ) with a background of pulmonary embolism (PE) in her 2nd pregnancy, was reviewed in our unit at 27 weeks of gestation. She complained of breathlessness and cough over 1 month. Investigations confirmed PE. Therapeutic tinzaparin commenced. At 38 weeks she attended labour-ward fully dilated. Ventouse delivery was performed and was discharged with therapeutic tinzaparin. Day 7 -postpartum she attended the assessment unit with dehiscence of episiotomy wound and was commenced on oral antibiotics. Day 15 -postpartum she was readmitted with heavy bleeding vaginally. Haemoglobin was 60 g/L. She underwent examination under anaesthetic (EUA). Post-anaesthetic-induction she suffered a cardiac arrest. After advanced cardiac resuscitation a return of cardiac output occurred. EUA indicated a necrotic area on the posterior vaginal wall. A total abdominal hysterectomy was performed to access necrotic tissue. Postoperatively she remained hypotensive. An echocardiogram (ECHO) led to the diagnosis of peripartum cardiomyopathy. She was managed with diuretics, Bblockers, angiotensin converting enzyme Inhibitor. Day 9 -postoperatively she had a significant drop in haemoglobin. A computed tomography (CT) demonstrated bleeding from branch of right internal iliac artery. An angiogram was performed and multiple clips were inserted into venous-arterial oozing sites. Repeated ECHO showed not dilated left ventricle with good function. 21 days -postoperatively she became septic. CT scan showed complex pelvic collections with suspicion of active haemorrhage. Following embolisation of common right femoral artery, EUA and drainage of vaginal vault haematoma performed. Day 50 -postpartum she had a full recovery and was discharged home. Conclusion Early multidisciplinary involvement is key to management of an unwell parturient. Results 284 pregnancies were identified. 59% terminated their pregnancies, whereas 41% chose to continue their pregnancies. Karyotype results were available on 165 pregnancies and are abnormal in 53% (87) -Trisomy 21 (46% of abnormal karyotype) was the most common abnormality. 42% of pregnancies also have hydrops. 51% of pregnancies had other structural abnormality besides cystic hygroma, not including hydrops. Abdominal and cardiac defects are common. 86 patients have complete follow-up data up to birth/neonatal stage. 52 (60%) pregnancies were terminated, and 34 (40%) chose to continue with pregnancy -59% of them had live birth, of which normal outcome occurred in 35%. A positive relationship between abnormal karyotype and death in utero or after birth is observed with increasing size of cystic hygroma, and presence of subcutaneous oedema. There was also a significant relationship between overall death and presence of hydrops. Increased number of factors increases the risk of abnormal karyotype and death. Conclusion Detailed scans of the cystic hygroma for features and structural anomalies should be done. Patients should be counselled accordingly regarding outcomes to enable an informed decision.
0147
Is it safe to increase the threshold for gestational diabetes screening from BMI of 30 to 35? Analysis of 1173 GTT results in a large teaching hospital Kotlinska, M; Hingorani, J Hull and East Yorkshire Hospitals NHS Trust, Hull, UK Introduction Levels of obesity are rising worldwide. In UK, almost one in 5 pregnant women has a BMI of 30 or above. The obesity is an independent risk factor for developing gestational diabetes (GDM) and contributor to many other pregnancy complications. Currently, NICE recommends antenatal screening for GDM in all pregnant women with BMI above 30 at booking. This study was devised in response to subjective observation noted in our unit. It was stipulated that vast majority of patients with BMI between 30 and 35 test negative for GDM, consequently making the screening process less efficient and putting pressure on the delivery of services. Methods We undertook a retrospective analysis of all GTT results within our unit between 1st January 2015 and 31st August 2015. There were 1173 results studied. Results Overall rate of positive results was 12.3%. The obesity was the most common reason for testing. Single screening indication was present in majority of patients (84%). Almost half of all patients were tested on basis on BMI above 30. The highest likelihood of positive results was associated with history of previous GDM. The pick-up rate of GDM in patients with BMI between 30 and 35 was 6.3% as compared to 12.8% with BMI 35-45. Conclusion On basis of this analysis, we decided to continue with national screening criteria. Adopting the approach of screening at the threshold of 35 and above would mean that within our unit, there would be approximately 30 cases of GDM undiagnosed annually. According to the study data around 36% of these patients would require treatment other than diet to maintain adequate control of blood glucose. However, no excess of complications or bearing on mode of delivery was found.
0151
Audit comparing a district general hospital practice in vaginal breech deliveries against RCOG guidelines Shawer, S; McEldowney, E; Batra, S North Manchester General Hospital, Manchester, UK Introduction The majority of breech presentations will spontaneously turn into cephalic presentation and only 3-4% will persist as breech at term. Caesarean section is suggested as a way to decrease the perinatal morbidity and mortality associated with vaginal breech delivery. However, some patients may still make the informed decision of delivering vaginally, whether antenatally, or after intrapartum discussion for an undiagnosed breech in labour. We aimed to compare our practice at North Manchester General Hospital in managing vaginal breech deliveries against the RCOG Greentop Guideline 'The Management of Breech Presentation', December 2006. Methods Case notes were identified over a period of 1 year, starting January 2016. The notes were reviewed, data collected on demographics, antenatal and intrapartum discussions, place of delivery, birth trauma, blood loss, and postnatal debrief. Data were analysed using Microsoft Excel â .
Results A total of 18 vaginal breech deliveries were identified, 11 of which were diagnosed during labour. Twin pregnancy accounted for 38% of the deliveries. Out of those diagnosed antenatally, 85% had documented discussions regarding mode of delivery in the notes, while only 50% of the intrapartum discussions were documented. Deliveries were carried out by a consultant in 33% of the cases, while registrars delivered 50%, and the remaining were divided between midwives and senior house officers at 11% and 6% respectively. Episiotomy was performed in 38% of the deliveries, while 2nd degree perineal tears were identified in 33% of the cases. Postpartum haemorrhage ≥1000mls was reported after 3 deliveries. Debrief was documented in only 3 cases. Findings were discussed at the local audit meeting and a proforma for breech delivery was designed to include intrapartum discussion. A unified debrief proforma was suggested to include various possible complications. We will re-audit after 12 months. Complications were noted in less than 17% in the AH and included: bowel injury (1.6%), chest infection (3.2%), wound infection (1.6%), blood transfusion (4%), unspecified febrile illness (4.8%) and bleeding (6.4%). VH showed a similar percentage of complications (17%) divided between pelvic hematoma (2.4%), vaginal-cuff infection (2.4%), unspecified febrile illness (9.75%) and bleeding (4.8%). It was, however, difficult to accurately assess the rate of major bleeding, as it was noticed that estimated blood loss was not documented in all operations, a point which was raised at the local audit meeting and a surgical proforma was designed to replace the free-text operation notes to prompt accurate documentation of EBL and intraoperative complications. We will re-audit in 12 months. Case A 32-year-old lady presented to our maternity hospital after having a preterm vaginal birth at 35 weeks at home, before arrival to the delivery suite. She was gravida 5, para 3 and had three normal vaginal deliveries and one termination of pregnancy. She was known to have ITP and was planned to give birth on the high-risk maternity unit. However, she was non-compliant with her antenatal care due to social issues and history of drug and substance abuse as she was also known intravenous drug user. Antenatally, she was under the care of a haematologist and she was commenced on steroid treatment. On arrival to the hospital, she was given intravenous (IV) oxytocin as an uterotonic, and her uterus was found to be well contracted. She had minimal estimated blood loss of 400 mls. She was found to have a platelet count of 5x10 9 /L. She was clinically well post-delivery; however on day 1 postnatally, she developed severe right sided chest pain and acute shortness of breath. Her blood results showed ITP and DIC picture. She was found to have severe chest sepsis complicated by consumptive thrombocytopenia and slow evolving disseminated idiopathic coagulopathy (DIC), bilateral pulmonary embolism (PE) and right leg deep vein thrombosis (DVT). She required vigorous resuscitation in the intensive care unit (ITU) as well as treatment broad spectrum antibiotics and direct inhibitor of activated factor X (rivaroxaban). Conclusion This case was chosen to highlight important aspects of management of severe sepsis and its complications and how slow evolving DIC in chronic infections can easily mimic a blood picture of idiopathic thrombocytopenia in pregnancy (ITP). It is important to remember that medical disorders in pregnancy warrant multidisciplinary approach and increase vigilance. It takes team work from the different specialties to manage such complex clinical scenarios.
0158
Pharmacological management of angular pregnancy with a single dose of systemic methotrexate Papadakis, K; Sewnauth, K
Forth Valley Royal Hospital, Glasgow, UK
Case A healthy 42-year-old primiparous woman was presented with abdominal pain following in vitro fertilisation of two embryos of which one was successful. At the viability USS, she was found to have a suspected cornual ectopic pregnancy at 6 + 0 weeks. Subsequent MRI revealed the exact location of this rare entity, where the embryo was actually implanted in the lateral angle of the uterine cavity, medial to the uterotubal junction and round ligament. The angular pregnancy was in the right horn, with thinned myometrium around but not completely surrounding the sac. She was counselled regarding the potential risk of a life-threatening uterine rupture if the pregnancy prolonged and the hazardous effects on future fertility. She opted for medical treatment in order to avoid any surgical intervention. The pharmacological treatment involved a single dose of intramuscular methotrexate, despite her biochemistry results which showed serum b-hCG level of 89.109 U/L. She underwent close outpatient monitoring with telephone surveillance and serial weekly serum b-hCG levels. The follow-up completed at the day 34 following her injection when the b-hCG level had fallen to below 5 U/L and a repeat pelvic USS was normal. Due to lack of clinical awareness, it is likely that many angular pregnancies are misinterpreted or left undiagnosed. The terms angular, cornual and interstitial pregnancy are often used interchangeably and the definitions are applied loosely. Conclusion To confirm an angular pregnancy, the asymmetric enlargement of the uterus should be seen by transvaginal ultrasound as the primary diagnostic modality. Interpreting these uncommon clinical findings without clear protocols can be challenging. Overall, there is no universal consensus on the optimal route for treating angular pregnancies, therefore it seems prudent to individualise the care with multidisciplinary involvement of senior clinicians.
0159
Anterior non-episiotomy forceps delivery: an audit of 105 operative cases Papadakis, K 1 ; Myriknas, S Introduction Instrumental delivery is associated with a high risk of anal sphincter injuries (OASIs). The anterior non-episiotomy forceps delivery (ANEF) has been described as an innovative technique aiming to minimise perineal trauma and reduce the incidence of OASIs. In a series of 105 consecutive forceps deliveries, we introduce this method in an attempt to see whether the 'natural' forceps technique is as effective as previously published.
Methods This is a prospective audit, for a period of 16 months (March 2016 -July 2017). Women have been followed up to ensure optimal clinical results. Communication letters, hospital readmissions, midwifery home visits and physiotherapy referrals have been reviewed in order to recognise cases of occult trauma. In ANEF, the operator follows the established practice of application and safety-check. As the head crowns, the operating table is lowered to a very low position. The operator, then, trails with the forceps the natural curve of fetal head birth, slowly bringing the emerging head anteriorly with controlled, effortless pulls. Consent has been obtained by all women and most of the deliveries have been witnessed by a consultant.
Results In 105 consecutive forceps deliveries, 86% were in primigravidae. The cases were unselected. All babies were delivered in OA position. In OP positions manual rotation or Kielland's were used. We didn't have any cases of OASIs. 25% of the women had intact perineum, 29% had a first-degree tear and 46% had a usually small second-degree tear. Out of those patients, 35% sustained minimal labial tears. There were no adverse fetal outcomes. Mean EBL was 300mls. Maternal satisfaction was increased from feedback given. Conclusion ANEF can be a useful approach in operative vaginal deliveries where refining our technique have shown promising results in terms of bettering maternal experience in childbirth and reducing physical and psychological morbidity.
0160
Quality and efficiency improvement project on mid-trimester pregnancy loss investigations at King's College Hospital Warren, D; Rogers, K; Abdel-Aziz, N; To, M King's College Hospital, London, UK Introduction Mid-trimester loss is defined as spontaneous loss or augmentation following PPROM occurring between 14-24 weeks of gestation. 1-2% of pregnancies miscarry before 24 weeks. The perceived causes include: infection, cervical incompetence, fetal abnormality, uterine anomalies, pro-thrombotic states or an unknown cause. At King's College Hospital (KCH), we conducted an audit reviewing investigations performed; comparing compliance to local guidelines against Royal College of Obstetricians and Gynaecologists (RCOG) guideline: 'The investigation and treatment of couples with recurrent firsttrimester and second-trimester miscarriage'. We aim to ensure patients are investigated appropriately due to reports of unessential investigation and clinically irrelevant results. Methods The audit compared compliance between the KCH guidelines and the RCOG guideline. Data was collected between 2012 and 2013 for 50 women with a re-audit of 26 patients between 2015 and 2016 after departmental changes. Patients were identified and data collected from electronic and paper maternity records. The clinical evidence and the financial implications were investigated and calculated for each guideline.
Results In 2012-13, 90% standards were not met for either guideline highlighting 0% compliance for the RCOG-advised TVUSS at 6 weeks postpartum. We highlighted that a saving of £48,400 was possible by adhering to RCOG guidelines. This led to revision of the local guidelines, departmental education and creation of a computer order set to streamline investigation. Reaudit showed improved uptake in all RCOG-advised investigations most noticeably; thrombophilia screen 18% to 54%, antiphospholipid screen 6% to 50% and TVUSS 0% to 31%, however the 90% standards were still not met. There was a reduction in non-advised investigations, and departmental overspending decreased from £968 per patient to £310. Conclusion This project stimulated an evidence-based update of local guidelines, resulting in; streamlined investigations, more likely to yield useful results for women and their future pregnancies with increased staff awareness and significant financial savings.
0162
Audit of bladder management following elective caesarean section at Sunderland Royal Hospital Kyei-Sarpong, A; Dodds, A; Ullal, A Sunderland Royal Hospital, Sunderland, UK Introduction Compare bladder care of women undergoing elective LSCS at SRH using the enhanced recovery pathway (2017) against the standard pathway (2016). Assess the effect of the enhanced pathway on:
Re-catheterisation Length of hospital stay Overall quality of bladder care.
Bladder management is an integral part of the care of women undergoing caesarean section. Regional (spinal and epidural) and general anaesthesia have a significant effect on the storage and voiding function of the bladder. Bladder catheterisation is essential to reduce risk of injury during caesarean section and prevent over distension of the bladder in the hours that follow. Southend University Hospital NHS Foundation Trust, Westcliff-on-Sea, UK Case A 49-year-old woman presented to our outpatient gynaecological clinic with a 1 cm vulval cystic structure. The dark coloured lesion was painless, filled with blood and was present for a period of a year. On palpation, the bluish translucent nodule at the anterior portion of the labium major was firmly attached to deeper structures with poor mobility to any direction. The patient denied any other lesions and clinical examination otherwise, review of systems, personal and family histories were unremarkable. Initially, a provisional diagnosis of endometriosis was made and a surgical excision biopsy was performed to confirm the diagnosis and exclude pigmented basal cell carcinoma or melanocytic neoplasm. The local excision with a narrow rim of surrounding tissue was performed with infiltrating anaesthesia. The histopathology report confirmed a very rare solitary apocrine hidrocystoma of the vulva and the woman was discharged with advice to have further assessments if similar cysts become noticeable. Conclusion Apocrine hidrocystomas are benign, arising from proliferation of the apocrine secretory glands. They are prevalent predominantly in age group 30-70 years of age affecting equal numbers of male and female patients. They primarily appear as dome-shaped, solitary, clear, cystic nodules with a smooth surface, and the colour varies, ranging from flesh-coloured to blue-black. The cysts tend to stay asymptomatic and will follow a gradual course until a certain size is reached. The commonest site is the lateral orbital rim along the eyelid margin near the inner canthus followed by face, ears, head, chest and shoulders. Differential diagnosis can be challenging and distinction from other cyst-like lesions must ultimately be verified on biopsy and by microscopic examination. Curative surgical excision is the management of choice for definite histopathological diagnosis and treatment as there is a rare risk of malignant transformation. Introduction Fetal head malposition in the second stage of labour is a significant risk factor for adverse maternal and neonatal outcomes. Rotational vaginal delivery is one of the most skilled, high risk obstetric procedures. Cochrane recently concluded no evidence from randomised trials to guide decision making to attempt instrumental delivery versus caesarean section (pEMCS). Previous studies looking at malposition have highlighted the need for national prospective data collection. We aim to conduct a national prospective service evaluation of deliveries complicated by malposition in the second stage. Methods UK Audit and Research trainee Collaborative in Obstetrics and Gynaecology (UK-ARCOG) network was utilised to collect data of births complicated with malposition of the fetal head in the second stage of labour during May 2016. Information was prospectively collected to proforma, uploaded to Excel â and analysed using SPSS.
Results 836 deliveries were included, 237 rotational ventouse (RV) (28.3%), 324 manual rotation followed by direct forceps/ ventouse (MROT) (38.8%), 181 Kielland forceps KF (21.7%), 94 pEMCS (11.2%). RV and KF were most successful first instrument (79%) versus MROT (63.9%). Neonatal outcomes; arterial cord pH <7 at 5 minutes, mostly pEMCS (12.8%), then MROT (6.2%), RV (5.9%) and KF (5%); arterial cord pH, statistically lower (P < 0.05) after KF (7.18), then MROT/RV (7.2) and pEMCS (7.21); admission to SCBU, most commonly following pEMCS (8.6%) then RV(8.5%), KF (7.3%) and MROT (6.8%). Maternal outcomes; shoulder dystocia, mostly following KF (5.6%) then MROT (4.0%) and RV (3.8%), blood loss >1.5 litres, mostly pEMCS (7.7%) then RV/KF (3.4%) and MROT (3.1%); 3rd degree tear, mostly KF (6.6%) then RV (4.6%) and MROT (4.3%). Conclusion Rotational vaginal deliveries are commonly performed throughout the UK and UK ARCOG has proven itself as a successful platform to conduct multi centre prospective data capture. Guidelines are needed for RV, KF and MROT to be performed/trained/audited and evaluated alongside each other. Case We present a rare case of a 17-year-old female, who was treated surgically in our hospital for a pelvic mass, which histology showed to be a yolk sac tumour. The patient presented to the surgeons with a 10-day history of increasing pain in the right iliac fossa, intermittent fever and nausea. She had generalised abdominal tenderness which was most severe in the right iliac fossa, with signs of peritonism and a positive Rovsing's sign. A presumptive diagnosis of appendicitis was made. Due to patient's clinical signs and time of presentation, she was taken straight to theatre for a routine appendicectomy. In addition to an inflamed appendix, an abdomino-pelvic mass was found. A right salpingooophorectomy and omental biopsy was performed by the consultant gynaecologist on-call. Postoperatively the patient's tumour markers were raised and histology revealed a yolk sac tumour FIGO stage 1C. Fertility preservation was offered but patient and family decided against it. Initially bleomycin, etoposide and cisplatin were started, but the tumour was unresponsive and chemotherapy was switched to POMB/ACE. The patient is currently receiving appropriate cycles of chemotherapy and is being monitored. Conclusion Germ cell tumours are a rare medical condition, which require timely surgical intervention and chemotherapy in order to improve the final outcome. Further research into germ cell tumours would be desirable. Results Mothers of successful vaginal breech deliveries had greater cervical dilatation at presentation (5.6 cm versus 3.1 cm, P < 0.05), higher parity (1.65 versus 0.86, P < 0.05), lower gestations (35.7 versus 38.5 weeks, P < 0.05) and were more likely to be an undiagnosed breech prior to labour (82.5% versus 62.5%, P < 0.05). Vaginal breech deliveries were more likely to be admitted to SCBU (30% versus 20%, P < 0.05), resuscitated (50% versus 20%, P < 0.05) and not discharged with mother (35% versus 17.5%, P < 0.05). Neonatal traumas, APGARS and cord gases were statistically similar in both groups; however, there was one case of severe birth hypoxia in the vaginal delivery group and a skull fracture in a caesarean section. Mothers in the index group had lower blood loss (249 mL versus 637 mL, P < 0.05) and shorter length of stay (1.8 versus 2.9 days, P < 0.05), but 37.5% sustained perineal tears. No significant difference in the rate of PPH and maternal infection.
Conclusion Mothers who achieved vaginal deliveries were multiparous, more dilated and earlier gestations at presentation, and more likely to be undiagnosed breech prior to labour. Babies in the vaginal breech delivery group were more likely to require resuscitation, SCBU admission and be discharged after their mothers.
0178
A clinical audit on management and outcomes of women diagnosed with obstetric cholestasis Papadakis, K Forth Valley Royal Hospital, Glasgow, UK Introduction Obstetric cholestasis (OC) is a multifactorial condition of pregnancy characterised by pruritus in the absence of a skin rash with abnormal liver function tests, neither of which has an alternative cause and both of which resolve after birth. Its significance lies in the potential fetal risks, which include spontaneous or iatrogenic preterm birth, and fetal death, for which there is currently no reliable way of predicting it. The objective was to audit our practice on investigations, management and outcomes of patients with OC compared with the standards set out in the RCOG Green-Top Guideline and the local protocol.
Methods This is a single centre, retrospective audit. Collection of data occurred over the period of 5 months by identifying all women with OC from the maternity electronic database. An audit proforma was created and case notes were reviewed. The sample size was 18 patients. Results 49% of the women were diagnosed with OC prior to 36/ 40. 92% delivered by 40/40 and 32% delivered between 37-38/40. The commonest gestational age at which diagnosis was made = 36-37/40 weeks. Clotting screen performed at 56%, liver screen at 67% and liver USS at 44% of the women. Advice on monitoring fetal movements was given and documented in all the cases. Ursodeoxycholic acid was given to 95% and Vitamin K was prescribed in 72% of the cases. There were no cases of stillbirth. NICU admissions happened at 5% of the babies. Checking postnatal LFTs until at least after day 10 occurred in 61%. Conclusion This small audit demonstrated that in some standards compliance is achieved, though there is room for improvement in investigating and following up these women. A new guideline has been developed and the plan is to re-audit the practice in 1 years' time.
0195
Improving the management of maternal sepsis by rapid spread of multidisciplinary training following new NICE guidance Cowey, S; Nickell, K; Lynch, C; Selby, V; Jordan, L Royal United Hospital Bath NHS Trust, Bath, UK Introduction 260,000 people in the UK develop sepsis each year, resulting in 44,000 deaths. In pregnancy sepsis is the cause of death in 1:100,000 maternities. In 2016, an updated definition of sepsis and new NICE Guidelines were published. Together early recognition and prompt management of sepsis are crucial in reducing both mortality and morbidity. We aim to quickly train staff in new guidelines and introduce new supporting tools.
Our target was to screen 90% of at risk mothers in hospital and deliver antibiotics within 90 minutes in 90% of those with a high risk of sepsis. Methods A simple presentation, a new screening process and proforma were developed. Training was then delivered to the whole team using the innovative Bath 'Tea Trolley' method, with staff trained in situ (with added refreshments and cake!). Data was collected from random note reviews and Maternity UK Sepsis Trust Tools were piloted and adapted using Plan-Do-Study-Act (PDSA) methodology.
Results Screening for sepsis in pregnancy significantly improved from baseline 21% to 85%. Since December 2016, 100% of mothers with sepsis received antibiotics within 90 minutes. We have used Quality Improvement methodology to develop sepsis screening and management tools. A sepsis nurse working with staff to develop and embed the tools has been key. Specific patient stories have been fed back positively, reinforcing good practice. Conclusion The campaign was cost neutral enabling timely training -developing a simple training package and delivering it during routine training sessions or by the sepsis team taking it to the staff ('Tea Trolley'). This 'on the job' training therefore avoided study leave and attendance at expensive courses. Background Anti-N-methyl-D-aspartate (NMDA) receptor encephalitis is a severe acute illness predominantly affecting young women. It is thought to be caused by cross reactivity of antibodies against ectopic brain tissue, such as found in some ovarian teratomas. Case A previously well 21-year-old student presented with a dramatic change in her behaviour. She was initially managed as an outpatient by psychiatry, but two days into her illness she refused all nutrition and was admitted. 48 hours later her GCS began to fluctuate. A CT head was normal. A lumbar puncture had to be performed under general anaesthesia, and was normal. Her condition continued to worsen and she required intubation and ventilation. Extensive investigations failed to identify a diagnosis. Serum anti-NMDA antibodies were requested, but the report was to take three weeks. A whole body MRI showed a 3 cm multilocular cyst in the right adnexae, likely to be an ovarian dermoid. Following extensive discussions with the neurology team and the patient's family a laparoscopic right ovarian cystectomy was performed. Histology confirmed a 41x36x16 mm mature cystic teratoma with evidence of glial tissue and ganglion cells. Simultaneously the serum anti-NMDA receptor antibodies were reported as positive. The patient received plasmapheresis and intravenous immunoglobulin and was successfully extubated. She went on to have neuro-rehab and was discharged 2 months after initial presentation. She has since successfully completed her university studies. Discussion Paraneoplastic anti-NMDA receptor encephalitis associated with ovarian teratoma was first described in 2007. Since this time over 730 articles have been published, however less than 5% are in gynaecological journals. With prompt tumour resection and plasmapheresis over 75% of patients recover to pre-morbid function. Recognition of the disease by the gynaecological community should improve access to surgery and so outcome.
0206
Surgical conservative measures used for an undiagnosed placenta percreta avoiding hysterectomy Prest-Smith, J; Cobb, A; Stacey, L; Choudhury, J; Sau, A University Hospital Lewisham, London, UK Background Our case focuses on an extremely rare event -an undiagnosed placenta percreta. Placenta percreta is the most severe form of abnormally invasive placentation. It occurs when the placental villi penetrate through the full thickness of the myometrium and the uterine serosa. The villi have the potential to invade other organs and structures nearby. Case During a night shift, a 35-year-old woman (G3P2), with no risk factors for abnormally invasive placentation, presented to labour ward contracting at 35 + 3/40 gestation. She had undergone spontaneous preterm rupture of membranes at 25 + 3/ 40 and had an elective caesarean section booked for 36/40 as the baby was breech. However, vaginal examination revealed she was 3 cm dilated. Bedside portable ultrasound scan confirmed breech presentation therefore, following counselling, she underwent an emergency caesarean section. After delivery of the baby, our team discovered abnormal placentation that had invaded through the fundus of the uterus and was adherent to the omentum, resulting in a massive obstetric haemorrhage. Through the improvisation of a novel surgical technique, hysterectomy was avoided. Discussion A literature review of placenta percreta occurring in an unscarred uterus indicated that our case is extremely rare. Management of abnormally invasive placentation can take two general forms: conservative or radical. Radical management involves elective peripartum hysterectomy. Conservative management centres on preservation of the uterus. One conservative approach involves leaving the placenta in-situ following delivery of the fetus for spontaneous resorption, which was not appropriate in this case due to extensive serosal damage and bleeding. Surgical conservative measures involve myometrial excision around the placental site with subsequent uterine repair. This approach was employed in an emergency situation with success and avoided hysterectomy. We hope that this novel approach to an unexpected and potentially life-threatening situation will provide insight into the management of this rare complication of pregnancy.
0207
A review of postnatal contraception: staff and patient's perspective of hospital services Crouch, M; Crow, M Leeds Teaching Hospitals Trust, Leeds, UK Introduction January 2017 saw FSRH release 'Contraception After Pregnancy' guidelines, recommending the provision of contraception counselling and initiation of method before discharge. It is estimated that 1/3 pregnancies end in termination and 1 in 13 pregnant women have conceived within a year of giving birth. This highlights the unmet need for contraception care and we feel that the postnatal period is a crucial time to address this need. A review of staff's knowledge and patient's experience of counselling and services was completed with an aim to improve postnatal contraception (PNC) provision.
Methods
Electronic-questionnaire exploring knowledge of PNC counselling and training demands was sent to staff across Leeds Teaching Hospitals.
Survey of patient's experiences of postnatal contraception counselling and services offered within the hospital before discharge home.
Results 40 staff completed questionnaire showing gaps in confidence and knowledge regarding initiation of PNC, 93% expressed a need for further training, with 68% keen for training to fit implants on the ward. 29 women were interviewed on postnatal ward; 45% of patients reported no PNC counselling. 47% had not decided on a method of contraception before discharge and felt they needed more information to decide on a method. 15 patients would consider starting PNC before discharge if it had been offered. Conclusion Demand for further training exists; therefore, we have proposed training for 10 midwives to insert implants, which currently has received funding locally. Counselling of women postnatally is not adequate as nearly half the patients had not decided on contraception method before discharge. We have therefore organised regular training sessions for junior doctors starting obstetrics, which will be commenced in August. New information posters and leaflets have also been created for postnatal ward and antenatal clinic areas.
0208
A rare case of isolated vasculitis of the cervix Harris, R; Gilmour, K; Schofield, A Tameside Foundation Trust, Ashton Under Lyne, UK Background We present a case of a 53-year-old woman who presented with symptoms suggestive of squamous cell carcinoma of the cervix. A diagnosis of isolated gynaecological vasculitis of the cervix was made. Case A 53-year-old woman presented to gynaecology services with a six-month history of post-coital bleeding and no previous smear history. During cervical biopsy, necrotic tissue and pus were identified along with proliferative vessels and erythema extending into the vaginal wall. Cervical intraepithelial neoplasia 2 (CIN2) with chronic active inflammation, necrotic tissue with microcalcification and degenerate squamous cells with atypical nuclei was reported. Further imaging including pelvic Magnetic Resonance Imaging and abdominal Computed Tomography were both normal. Large loop excision of the transformation zone (LLETZ) simultaneously drained an intra-cervical cavity of pus. Histopathology reported CIN2, extensive acute and chronic inflammation, ulceration, haemorrhage, vascular thrombus and oedema. Full blood work up including antinuclear and anticardiolipin antibodies were negative. Rheumatology opinion confirmed this was an isolated vasculitis of the cervix requiring no further input. The case was reviewed at MDT, definitive treatment with a total abdominal hysterectomy; bilateral salpingooophorectomy with ureteric stenting is scheduled. Conclusion Gynaecological vasculitis is rare, presenting as either an isolated form or as part of a systemic picture. Isolated gynaecological vasculitis tends to present with abnormal bleeding in younger women (median age 51) and is more common as an isolated condition than as part of a systemic diagnosis. The organ most common affected is the uterus, most commonly the cervix.
Gynaecological vasculitis is usually cured by surgical excision of the affected organ. Learning points: 1. Consider gynaecological vasculitis in women over the age of 50 presenting with abnormal bleeding and an abnormal looking cervix. 2. Involvement of MDT including a rheumatologist is essential when gynaecological vasculitis is diagnosed to rule out systemic disease.
0209
Auditing the complications of LLETZ cervical treatment versus cold-coagulation over a one-year period Ali, N; Kandareachichi, P; Blackmore, J; Papoutsis, D; Panikkar, J Department of Obstetrics and Gynaecology, Colposcopy Unit, Shrewsbury and Telford Hospitals NHS Trust, Telford, UK Introduction We aim to audit the complication rates of women treated with either LLETZ cervical treatment or cold-coagulation in our colposcopy unit against the standards set out by the NHS-CSP guidelines. It is reported that the proportion of treatment associated with primary haemorrhage that requires a haemostatic technique must be less than 5%, and the proportion of cases admitted as inpatients because of treatment complications must be less than 2%. Methods We retrospectively collected data from our electronic colposcopy database for women treated over the time period of August 2015 -July 2016. Hospital notes were retrieved for those who were identified with complications for further data collection. Results We identified 494 patients with LLETZ and 24 patients with cold-coagulation treatment. There were no complications noted after cold-coagulation. There were 12/494 (2.4%) patients who had post-LLETZ bleeding with one patient being admitted as an inpatient for further management (1/518 or 0.2). The bleeding occurred between 2-28 days after treatment, with 42% of women having had treatment under a general anaesthetic mainly due to a large lesion size. The mean age of women with bleeding was 39 years (range: 27-59) with a mean BMI of 26 kg/m2 (range: 17-34). Only one in three women with bleeding required oral antibiotics, and less than 8% of women had a temporary vaginal pack. All women with bleeding were self-referred directly to the colposcopy service without prior GP consultation/examination. Conclusion We are compliant with the NHS-CSP auditable standards with regards to post-treatment complications and inpatient admissions. As very few women actually necessitated further management this puts into question the appropriateness of the initial referral of these women. Areas for improvement therefore involve educating both staff and patients about the possibility of bleeding after excisional treatment and the role of the GP in reviewing these women before onward referral to the colposcopy service.
0211
Home birth: an audit of reasons why women transfer to secondary care when planned for a home birth Ali, N; Stevenson, H; Noble, S; Johnston, T Birmingham Women's Hospital, Birmingham, UK Introduction The aim of this audit was to establish reasons for transfer to secondary care when originally planning for a home birth and to identify areas that may be contributing to high attrition rates for home births. Several studies have shown good outcomes for low risk women and their babies if delivered at home. Planned home births in these women have lower rates of augmentation, medical pain relief, operative delivery, postpartum haemorrhage and episiotomy than women with planned hospital birth. Despite this the rate of home birth is still low at around 2% in the UK. To deal with this a dedicated home birth team has been developed at Birmingham Women's Hospital (BWH) aiming to increase the awareness of home birth as a safe option for low risk women. When risk factors develop during the pregnancy these women are referred to secondary care to review if they are still suitable for a planned home birth. Methods We reviewed the case notes of 19 patients delivered over a two month period who had opted for home birth at their antenatal appointment at BWH. Results The average age of women planning a home birth was 33 years. 44% were nulliparous. 100% of referrals to secondary care were appropriate. 89% of transfers were for medical reasons. Appropriate risk assessment was carried out in 100% of cases. 32% of women were transferred to secondary care for postdates induction of labour (IOL) and 21% due to ultrasound scan findings of intrauterine growth restriction and polyhydramnios. Other reasons included developing gestational diabetes, vulval varicosities, IOL for raised maternal age, IOL for reduced fetal movements and IOL following spontaneous rupture of membranes at full term. 67% of women had a normal vaginal delivery, 28% had an assisted vaginal delivery and 5% had an emergency caesarean section. Introduction In order to differentiate between category 2 and 3 caesarean sections (CS) the clinician is required to decide whether there is maternal/fetal compromise or merely a need for early delivery. Categorisation leads to a recommended time to delivery. Departmental guidance gave an audit standard of 60 minutes decision to delivery interval for category 2 CS, and no specific time for category 3 CS. Appropriate categorisation of is needed to guide method of anaesthesia and for workforce deployment. Methods A retrospective case note audit of 49 cases of category 2 and 3 CS from August to December 2015 at a District General Hospital. Standards were taken from local and national guidance. Results Only 56% (23/41) of category 2 CS had a decision to delivery interval under 60 minutes. A 75 minute decision to delivery interval was achieved in 85.3% (35/41) of cases. 39% (16/ 41) of category 2 CS were performed for delay in the first stage or failed induction of labour. These had a longer decision to delivery interval compared to category 2 CS with evidence of maternal or fetal compromise (mean 71 mins versus 50 mins, P < 0.01). 84% (41/49) of procedures were performed under regional anaesthesia, just missing the RCOA target of 85%. This included a category 2 CS for failed induction of labour with a failure to site a spinal. Conclusion It seems that obstetricians do judge the urgency of CS as a continuum, and accept a longer decision to delivery interval in less urgent category 2 deliveries, such as those performed for delay in the first stage. However, our categorisation system does not account for this. By over-categorisation of CS we risk reducing the regional anaesthesia rate, and taking staff from places of greater need. Is it time to re-think our CS categorisation?
0219
The art of the obstetric examination -creating video resources for undergraduate teaching Pownall, S 1,2 ; Moran, P 1 To demonstrate that video resources are a useful adjunct to support hand-on skills, and can be easily created and edited. 2 To create a teaching resource for clinicians, to promote discussion on 'how to' and 'how not to' conduct the examination. 3 To create a readily available resource for medical undergraduates facilitating both preparation and revision of the preferred techniques for examining obstetric patients.
Methods All videos were created using an iPhone, tripod, iMovie (Apple's basic video editing software) and Microsoft PowerPoint. The videos consisted of: a timed exam-style complete runthrough, focused explanations of each part of the exam (with diagrams), and a video of a 'poor' clinical examination. Opinions of the videos were sought from trainees, consultants, and students in a questionnaire.
Results Feedback demonstrated the videos looked professional and that the sound and video quality were also very good, despite the lack of professional equipment. Teachers found the 'how notto' videos very useful in order to get students to consider common mistakes made in exams and clinical work. Students found the example videos very useful for revision, and also to refer to throughout their placement. Conclusion High quality educational clinical videos can be created easily, with the hardware and software already available to many people.
0225
Emergency gynaecology and early pregnancy ultrasound availability: how does it impact on admissions? Mansur, M; Balfoussia, D; Syed, S
The Hillingdon Hospitals NHS Foundation Trust, London, UK Introduction Ultrasound plays a crucial role in the assessment and diagnosis of gynaecology and early pregnancy pathology enabling rapid decisions and appropriate management plans to be made. When used in the initial patient assessment it can change the management plan in up to 50% of cases and halve admissions. The latter is particularly relevant with current bed pressures. We aimed to establish the potential impact of increased ultrasound availability in a busy London district general hospital on admission rates. Methods A two-week prospective study of all referrals to the oncall gynaecology team at Hillingdon Hospital was performed.
Referrals were recorded on a proforma by the on-call team with details of subsequent management. Importantly, the team was advised to note if admission may be avoided if immediate ultrasound had been available. Where this was unclear, it was assessed retrospectively with the results of the ultrasound scan.
Results Of the 45 referrals, 28 (62%) were due to vaginal bleeding/abdominal pain in early pregnancy and 10 (22%) were due to non-pregnant pelvic pain. Of these 38 referrals, 16 (42%) were admitted, of which 6 (38%) admissions could have been avoided if immediate ultrasound facilities were available. Subsequent ultrasound scan results indeed validated that only one of these six admissions were actually required, the remainder were safely discharged following an ultrasound scan. Conclusion We confirm that ultrasound is key to providing high level care in acute gynaecology and early pregnancy. Ambulatory units with ultrasound services have a huge potential for reducing admissions by up to 30% for patients presenting with vaginal bleeding and abdominal pain in early pregnancy and nonpregnant pelvic pain which account for 84% of all emergency referrals to gynaecology. Out-of-hours scanning needs to increase in line with NICE guidance. This can be in part be accommodated by having more-ultrasound competent trainees.
Introduction Epigenetic testing carries powerful promise of enhanced diagnostic ability leading to better stratified care, meaning care that is individualised to each patient. The aim of the current study is to assess attitudes towards epigenetic risk testing for female cancers in the general population. Epigenetic tests herald a new way to assess individual risk of disease. As a tool to assess individual cancer-risk, it has the potential to improve surveillance and management provided to women at risk. However, the extent to which such care is desired, and the potential obstacles envisaged, remains to be fully explored.
Methods We assessed the perceived benefits and the potential patient concerns in 32 pre-menopausal (mean age 34 years) and 13 post-menopausal (mean age 63 years) women across four individual focus groups. Each group was presented with a detailed set of questions as well as a patient leaflet about proposed epigenetic testing. The responses and ensuing discussion was videotaped, transcribed and categorised into themes by two independent coders. Both evaluative and frequency analysis was conducted on the final set of codes.
Results The results indicate that the women canvassed responded positively to the prospect of epigenetic testing for individual cancer-risk. However, there were specific concerns about incidental findings, data ownership and privacy, potential employment and insurance discrimination, and the possibly burden associated with non-modifiable risk. Overall, the study indicated that specific informational needs apply to epigenetic tests, and have to be addressed before such tests are introduced. Background Acute colonic pseudo-obstruction (ACPO), Ogilvie's syndrome, is a potentially life-threatening condition that presents with symptoms and signs of acute large bowel dilatation in the absence of mechanical obstruction. Caesarean section is one of the most commonly associated surgical procedures. Unrecognised and untreated ACPO can cause bowel ischaemia, subsequent colonic perforation and faeculent peritonitis with a mortality rate of up to 40%. Case A 35-year-old woman with a history of thrombocytopenia underwent an uncomplicated caesarean section for failure to progress in the first stage of labour. Postoperatively, she complained of worsening abdominal pain and distension with nausea and vomiting. She failed to pass flatus and open her bowels by day three. Her abdomen was grossly distended with tympanic percussion, increased bowel sounds and tenderness in the right iliac fossa. Abdominal X-ray showed multiple dilated loops of bowel. CT scan confirmed the above, along with absence of a transition point and presence of free fluid around the caecal pole indicating a potential risk of perforation. A nasogastric tube was inserted and the patient underwent endoscopic colonic decompression and insertion of a flatus tube. Concurrent diagnostic laparoscopy revealed ischaemic patches in the caecum and ascending colon. Consideration was given to bowel resection but a decision was made for conservative management. The patient subsequently made a slow but progressive recovery and was discharged home on day six post-caesarean section. She made an excellent recovery with no long-term sequelae. Conclusion Ogilvie's syndrome is a serious, albeit rare, complication that should be considered in a fit young patient who develops pain, severe abdominal distension and failure to pass flatus post caesarean section. As initial postnatal management in the United Kingdom is mainly junior doctor-and midwife-led, it is important that awareness of this potentially life-threatening complication increases.
0229
An interesting case of thunderclap headache in a postnatal patient Balfoussia, D; Touqmatchi, D
The Hillingdon Hospitals NHS Foundation Trust, London, UK Case A 29-year-old low-risk patient underwent an uncomplicated emergency caesarean section for chorioamnionitis and fetal distress. She was discharged home on day four postnatally and readmitted two days later with sudden-onset right temporal headache worse in supine position with no associated neurological symptoms or signs. She had two isolated episodes of hypertension which responded to nifedipine 10 mg. There was no proteinuria and laboratory blood tests were normal except for an ALT of 51, attributed to paracetamol use. CT head and CSF analysis were unremarkable and the headache gradually improved. The patient was discharged with a diagnosis of migraine. She re-presented 18 days postnatally with recurrent severe cephalalgia, resistant to amitriptyline, and with two episodes of vomiting. Blood pressure was normal. CT venogram was also normal. Due to aversion to supine position, she underwent an upright MRI/MRA head which revealed multiple segmental narrowings of intracerebral arteries, consistent with reversible cerebral vasoconstriction syndrome (RCVS). Nimodipine 30 mg twice daily was started and her symptoms gradually resolved. Repeat imaging two months later was normal. Conclusion RCVS is a recognized cause of headache postnatally and should be considered in patients presenting with thunderclap headache, particularly if recurrent. Diagnosis can be challenging as imaging may be negative due to the dynamic nature of the condition. Prompt recognition and treatment are crucial to prevent stroke and TIA. Diagnosis requires symptom resolution and reversal of imaging abnormalities within twelve weeks, although in some cases complete resolution can be slower. Migraine is a common differential diagnosis particularly as RCVS is more common in this patient group. It is important to make the distinction as acute treatment for migraine can aggravate the vasoconstriction. Headaches presenting in the postnatal period can pose a clinical and diagnostic challenge. Prompt specialist involvement is required to rule-out sinister pathology.
0237
Evaluation of our newly introduced revised policy of single visit protocol in the management of pregnancy of unknown location Palaparthy, S; Rajagopal, R Wishaw General Hospital, NHS Lanarkshire, Wishaw, UK
Introduction We aim to evaluate the efficiency and cost effectiveness of the single visit protocol in the management of PUL at our EPAU. In 2014, NHSL introduced serum progesterone estimation with serum b-hCG estimation in the management of PUL and a single visit protocol was introduced. The first audit of this policy highlighted certain areas which could be improved and a new policy was introduced in 2015.
Methods Prospective cohort study, duration of the study between June 2015 to March 2016.
Results Of 760 early pregnancy scans, 98 (13%) were diagnosed with PUL, only 62 (8.15%) met the eligibility criteria. Women were categorised: Group 1 -Serum Progesterone < 10 nmol/litre and serum b-hCG >25 IU/litre, Group 2 -Serum Progesterone >10 nmol/litre and serum b-hCG >25 IU/litre and were managed. Definitive management plan was made in one visit in 22 (35%), in two visits in 32 (52%) and in three visits in 8 (13%). 14 (23%) needed two visits as the serum progesterone result was not available on the same day and in one (1.6%) the protocol was not followed. None had more than three visits. Of those with PUL, 51 (82%) had failing pregnancy, 9 (14%) had intra uterine pregnancy, 1(2%) had confirmed ectopic and 1 (2%) had suspicion of ectopic pregnancy. Single visit protocol brought cost savings of £3432 to NHSL as second visit was avoided. Serum progesterone results if available on the same day of the test we could have further saved £2340. Conclusion Estimation of serum progesterone in the management of PUL has proven to be beneficial with significant cost savings. Serum progesterone results if available on the same day of the test could result in further cost savings, reduced waiting times and better utilisation of EPAU appointments.
0241
Case report: FATWO -a female adnexal tumour of probable wolffian origin Trivedi, JJ; Dcosta, D; El-Gizawy, Z
Royal Stoke University Hospital, Stoke on Trent, UK Background FATWO; an unusual and poorly understood neoplasm originally described for the first time by Kariminejad and Scully in 1973, as a rare persisting mass arising from the remnants of the mesonephric duct.
Case We report a case of FATWO in a 64-year-old Caucasian woman who was found to incidentally have an ovarian cyst on CT, following a 2 week history of right iliac fossa pain, melena and constipation. With a history of hysterectomy with left sided oophorectomy, a transvaginal ultrasound scan confirmed a 54 9 98 9 62 mm right-sided ovarian cyst with a normal CA125. The patient underwent a right salpingo-oophorectomy, which histologically reported a female adnexal tumour of probable wolffian origin. On histology cytological atypia was minimal and mitotic activity was very low. The cells were strongly and diffusely positive for AE1/AE3, vimentin and calretinin with patchy positivity for inhibin and CD10. The cells were negative for estrogen receptors, progesterone receptors, EMA and CD117.
0242
Novel anti-inflammatory strategies for preventing preterm birth Down, B; Bryant, A; Ward, C; Thornton, C Institute of Life Sciences, Swansea, UK Introduction Preterm birth (PTB) occurs in around 10% of pregnancies and is the most significant cause of mortality in children under 5 years. Up to 70% of preterm labour (PTL) is associated with an infectious or inflammatory process with TollLike Receptors (TLRs), components of the innate immune system, implicated. TLR2 and TLR4 form the basis of several animal models of PTL. Rhodobacter sphaeroides lipopolysaccharide (RS-LPS), a competitive TLR4 antagonist, can attenuate inflammation in many diseases but its effects within the placenta and on PTL are unknown. This study aimed to demonstrate the effect of RS-LPS on E. coli lipopolysaccharide (EcLPS) mediated TLR4 activation in normal human placenta. Methods Human placentas with attached membranes were obtained from normal, uncomplicated, term pregnancies delivered by elective caesarean section. Explants were pre-treated +/-RS-LPS for 30 min and then treated +/-agonist (EcLPS, TLR4; PGN, TLR2; PAM3CSK4, TLR2/1; FSL-1, TLR2/6) and cultured for 24 hours. Cytokine levels in supernatants were measured using specific ELISAs (interleukin (IL)-1b, tumour necrosis factor (TNF) a, IL-10 and IL-1 receptor antagonist (IL-1RA). Cell death was quantified using LDH assay.
Results EcLPS stimulated significant levels of TNFa, IL-1b and IL-10 and the putative antagonistic RsLPS caused significant abrogation of EcLPS-induced production of TNFa, IL-1b and IL-10 even at 1 lg/mL EcLPS (P < 0.0001) in placenta. RsLPS also caused significant abrogation of TNFa, IL-1b (P < 0.0001), IL-10 (P < 0.001), and IL-1RA (P < 0.0001) in choriodecidua (P < 0.05), and TNFa, IL-10 (P < 0.001), and IL-1RA (P < 0.05) in amnion. RS-LPS had no effect on cell death.
Conclusion
The data show that the TLR4-mediated response by the placenta and membranes can be counter-regulated. This has implications in the development of novel tocolytic agents to prevent or delay PTB, especially in conjunction with existing clinical approaches that currently lack efficacy.
